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AAPCHO	  Board	  of	  Directors’	  Meeting	  

Wednesday,	  March	  19,	  2014	  
10:30-‐1:30	  pm	  EDT	  
Hampton	  Ballroom	  
Omni	  Shoreham	  Hotel	  
2500	  Calvert	  St.,	  NW	  
Washington,	  DC	  	  20008	  

	  
	  
	  
	  

AGENDA	  
	  

I. Welcome	  and	  Introductions	  .........................................................................	  10:30	  	  

II. Consent	  Calendar	  ……………….........................................................................	  10:50	  

August	  2013	  Board	  Minutes	  

New	  AAPCHO	  Member	  Application	  

Consumer-‐at-‐Large	  Nomination	  

Research	  Committee	  Report	  	  

III. By-‐Laws	  Committee	  Report	  ..........................................................................	  11:00	  	  

IV. ED	  Report	  ............................................................................................................	  11:10	  	  

V. Discussions	  of	  2014	  Strategic	  Priority	  Areas	  .........................................	  11:30	  	  

VI. LUNCH	  ..................................................................................................................	  12:00	  	  

VII. FY2013	  Audit	  Report	  ......................................................................................	  12:25	  	  

VIII. Board	  Officers	  Election	  ..................................................................................	  12:45	  	  

IX. Executive	  Session	  .............................................................................................	  1:00	  	  

X. Adjourn	  ................................................................................................................	  1:30	  	  

	  
	  



 

March2009	  -‐revlogo	  

	  
Guiding Principles and Values 

Advancing Health and Health Access through Culturally-Focused Community-Based Health Care 
	  
	  

Who We Are 
The Association of Asian Pacific Community Health Organizations (AAPCHO) is comprised of community 
health centers serving Asian Americans, Native Hawaiians and other Pacific Islanders (AA & NHOPI) in 
the United States.  As part of the community health center movement, we are dedicated to providing care 
for underserved and uninsured communities.  
	  

Meeting Unique Needs 
Our member centers focus on the unique cultural and language needs of our communities, providing 
comprehensive primary care in over 25 languages to over 300,000 people in California, Florida, Hawaii, 
Illinois, Massachusetts, New York, Washington and the Republic of the Marshall Islands.  We serve 
people of all ages, most of whom would otherwise have little or no access to care, due to language, 
cultural, financial or geographic barriers.  Over half (59%) speak a primary language other than English 
and nearly 40% are uninsured. We work together to promote advocacy, collaboration and leadership that 
improve health and access to health care for our communities and AAPI communities that are not yet 
served.  
	  

Our Values 
The following shared values underlie every aspect of AAPCHO and its member health centers’ functions 
and operations. 
 

• Health care is a right not a privilege - All people must have access to affordable quality care, 
regardless of language, culture, immigration status and ability to pay.  No one is turned away due 
to inability to pay and our services and policies are designed to eliminate barriers and provide 
access to all. 
 

• Wellness - Health is much more than the absence of disease.  It includes physical, mental and 
spiritual well-being for individuals, families and communities.  We acknowledge and respect 
different definitions of wellness and health within our communities. 
 

• Community Accountability and Empowerment - Communities are the experts on their own health 
and essential participants in the health of their communities, families and selves.  Our services and 
programs are informed by and responsive to community voices.  
 

• Diversity as Strength - AA & NHOPI communities are rich in diversity of language, cultural heritage, 
spirituality, history, experience, health beliefs and practices.  Many have undergone the hardships 
of war, colonization, poverty, or immigration to a foreign land.  We honor and value the strengths of 
every culture and individual. 
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• Collaboration Among Communities of Color – Communities of color share a history of disparities 
and exclusion as well as a common interest in health and health care equity.  Through 
collaboration, we learn from each other and grow stronger, while overcoming distrust and divisions 
that are fostered by competition for limited resources. 

	  
Our Policy Principles 

A System of Care that is Accessible and Responsive to All Communities 
 
A system of care that works for everyone must take into account the diverse needs of our communities 
and assure access to quality care for all.  The AA & NHOPI communities have more than doubled in size 
over the past few decades. Many people in our communities are recent immigrants or indigenous people 
with challenging life circumstances.   Nearly 18% of all Asian Americans and 21.8% of Native Hawaiians 
and Pacific Islanders are uninsured.  Many are working poor, who cannot afford the high costs of health 
insurance. Over 75% of Asian Americans speak a primary language other than English at home.  We are 
committed to working in partnership with state, federal and local governments for meaningful policy 
changes.  Our policy/advocacy efforts are guided by the following principles: 
 

• Access to Care for Underserved – Access to care must be guaranteed for all communities.  Priority 
should be given to underserved communities that lack adequate health providers and/or cannot 
access those providers due to financial, language or cultural barriers. 
 

• Community Health Centers – As a proven model of care that is both cost effective and high quality, 
community health centers (CHCs) should be sustained and expanded as an integral part of any 
system of care. Medical expenses for CHC patients are 41% lower than for patients seen by other 
providers, saving the health care system billions of dollars a year1.  These CHCs serve as medical 
homes for the people they serve, providing comprehensive primary care and linking patients to a 
wide range of medical, dental, behavioral and social services. 
 

• Culturally Responsive Models of Care – Health services should be responsive to the unique 
cultural and linguistic characteristics of each community, family and individual.  This may include 
hiring staff members from the communities served, developing programs based in cultural 
practices, such as traditional diets and healing practices and respecting cultural beliefs about 
health and medicine that differ from the Western biomedical model.  
 

• Language Access – The patient right to receive care in his/her primary language is mandated by 
Civil Rights law and federal regulations.  This right should be upheld at all points of patient access 
through bilingual staff, interpreters, translated materials and signage. Health organizations should 
be reimbursed for the additional costs of providing language services.  
 

• Eligibility for Health Care Benefits - Everyone should receive health care benefits, regardless of 
immigration status and ability to pay.  No immigration restrictions should be placed on public health 
benefits. Eligibility for public services should be extended to the working poor. 

	  
 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	  Community Health Centers: A Smart Investment in Health Care and Communities	  
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Our Vision 
A Standard of Excellence in Care 

 
AAPCHO’s vision is to establish a standard of excellence for community-based health care that is 
equitable, affordable, accessible and culturally and linguistically appropriate.  We see culturally-focused 
CHCs as indispensable in any health system.  Universal coverage and advances in cultural competence 
throughout the system, while critical, will not guarantee quality and access for all.  CHCs are rooted in and 
specialize in serving their communities and are uniquely positioned to respond to community needs and 
concerns.  While each CHC is different, we are unified in our commitment to the following characteristics: 
 

• Accessible - Health services are accessible to all people. There are no financial, cultural, linguistic 
or geographic barriers to care.  Services such as interpretation, translated materials, education, 
information, patient advocacy and health literacy are provided to enable people to access services. 
 

• Comprehensive - As primary care homes for their communities, health centers extend beyond a 
medical model to care for the whole patient, family and community.  They provide and/or connect 
patients of all ages to comprehensive medical and dental care, case management, behavioral 
health services, traditional health practices, specialty care, and a wide range of social services are 
provided in a seamless system of care. 
 

• Prevention Focused - Preventive programs and services are provided, including health education, 
activities that promote nutrition and physical fitness, preventive health and mental health care.  By 
keeping their patients and communities healthy, they not only improve the quality of life for 
communities, but also save money by preventing the need for costly treatments. 
 

• Community-oriented – Health centers are an integral part of the community they serve. They are 
often cornerstones in their communities, playing crucial roles as community institutions that extend 
far beyond service delivery.  Their model of community governance insures that there is a strong 
community voice informing organizational decisions.  Staff members from the communities served 
are mission-driven and their dedication fosters strong rapport with the consumers.  As a result, the 
health centers’ relationship to the communities they serve is not as an outside institution, but as a 
trusted part of the community.  
 

• Culturally and Linguistically Responsive – Health centers are a cornerstone of a culturally 
competent system of care that incorporates awareness, valuing and responding to cultural and 
linguistic diversity throughout the system.  Their programs, staffing and leadership are reflective of 
the languages and cultures of the communities served.  They respond to unique challenges to the 
health and well-being of their communities, such as hepatitis B, tuberculosis, and thalassemia.  
Protocols and practices assure non-discrimination and availability of services in patients’ primary 
language at all points of patient contact.   
 

• Community Building - Health centers extend beyond the provision of care to provide programs that 
build community resilience, support networks, and healthy environments.  Programs bring 
community members together for healthy physical activity, healthy eating, creating healthy 
environments or leadership development and provide venues for community members to contribute 
to each other while building capacity for health and wellness.  Health centers also provide 
meaningful jobs for people within their communities.     
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• Innovative - Community health centers are at the cutting edge of engaging their communities, 

developing culturally and linguistically responsive approaches to service delivery, and balancing 
commitment to community with the requirements of sustaining strong business models.  They have 
also pioneered in the area of data collection to assess utilization and outcomes and in the use of 
technology, such as electronic medical records to increase efficiency and quality of care.  They 
share their expertise with other providers to enhance the quality of care for communities throughout 
the system. 
 

• Advocacy Oriented - Community health centers are crucial players at local, state and federal levels 
providing a voice for the communities they serve.  They have been instrumental in creating greater 
recognition of the importance of language access and other enabling services and expanding the 
number of health centers that service AA & NHOPI populations.  AAPCHO and its member centers 
conduct research to study and document the value of our services in order to foster support for our 
model of care.    



AAPCHO	  Board	  of	  Directors	  Meeting 
Saturday,	  August	  24,	  2013 

Chicago,	  IL	  60601 
	   
Board	  Members	  in	  attendance:	  Eugene	  Welch	  (President),	  Jane	  Eng	  (Treasurer),	  Teresita	  
Batayola	  (Immediate	  Past	  President),	  Darrin	  Sato,	  Eddie	  Chan,	  Harold	  Wallace,	  Mary	  Oneha,	  
Noe	  Galeai,	  Rich	  Bettini 
	   
Guests	  in	  attendance:	  Eric	  Tiberi	  (SCCHC),	  Grace	  Wang	  (ICHS),	  Hiroshi	  Nakano	  (ICHS),	  Julia	  Liou	  
(AHS) 
	   
Staff	  in	  attendance:	  Jeff	  Caballero,	  Chris	  Harley,	  Nina	  Agbayani,	  Peter	  Ho,	  Rosy	  Chang	  Weir 
	   
Welcome	  (Convened	  at	  1:30) 
	   
Board	  of	  Directors	  Meeting	  Minutes	  Approval:	  Batayola	  motions	  to	  approve	  March	  2013	  
minutes.	  Oneha	  seconds.	  Motion	  passes.	  Action	  Steps:	  Staff	  to	  add	  minutes	  to	  member’s	  only	  
micro-‐site. 
	   
By-‐Laws	  Update: 
Galeai	  motions	  for	  Board	  of	  Directors	  to	  approve	  increasing	  budget	  for	  by-‐laws	  review	  to	  
$10,000.	  Eng	  seconds.	  Motion	  passes.	  Galeai	  and	  Ho	  report	  that	  the	  committee	  anticipates	  by-‐
laws	  review	  to	  be	  completed	  by	  end	  of	  September.	   
	   
ED	  Report: 
Caballero	  provided	  ED	  report	  highlighting	  accomplishments	  and	  new	  opportunities	  particularly	  
the	  partnership	  with	  WH	  Coulter	  Foundation. 
	   
Policy/advocacy	  update: 
Harley	  provided	  a	  status	  update	  on	  AAPCHO’s	  policy	  priorities	  action	  plan	  including	  payment	  
alternatives,	  immigration,	  AAPCHO	  member	  center	  expansion,	  ACA	  implementation,	  and	  
community	  engagement	  through	  a	  petition	  campaign	  and	  advocacy	  work	  related	  to	  hepatitis	  B.	   
 
Outreach	  and	  enrollment	  partnerships	  and	  activities 
Agbayani	  presented	  the	  National	  Plan	  for	  Outreach,	  Education,	  Eligibility	  and	  Enrollment	  to	  
Asian	  Americans,	  Native	  Hawaiians	  and	  Pacific	  Islanders.	  This	  is	  a	  collaborative	  effort	  with	  the	  
Asian	  Pacific	  Islander	  Health	  Forum	  (APIAHF),	  Asian	  Americans	  Advancing	  Justice	  and	  CHCs	  and	  
CBOs	  in	  15	  states	  (AZ,	  GA,	  LA,	  NJ,	  OH,	  PA,	  TX,	  UT,	  CA,	  HI,	  MA,	  NY,	  OR,	  WA	  and	  IL).	  AAPCHO	  
member	  centers	  will	  play	  a	  key	  role	  in	  implementing	  the	  plan	  particularly	  in	  enrollment	  and	  



translations	  of	  materials.	  Caballero	  discussed	  purpose	  of	  the	  plan	  and	  AAPCHO’s	  role	  in	  the	  
implementation	  efforts.	  WH	  Coulter	  Foundation	  will	  partially	  support	  this	  work.	  WH	  Coulter,	  
along	  with	  AAPCHO,	  APIAHF	  and	  other	  partners	  are	  seeking	  additional	  support	  from	  other	  
private	  and	  public	  partners.	  Action	  Items:	  Staff	  asked	  for	  volunteers	  for	  an	  ad	  hoc	  working	  
group	  to	  help	  with	  foundation	  relationship	  development.	   
	   
Review/approve	  IRB	  Policy	  and	  Procedures 
Oneha	  provided	  an	  update	  on	  AAPCHO’s	  IRB	  Policy	  and	  Procedures.	  	  Bettini	  motions	  to	  approve	  
AAPCHO’s	  IRB	  Policy	  and	  Procedures.	  Galeai	  Seconds.	  Motion	  passes.	  Action	  Steps:	  Staff	  to	  add	  
IRB	  Policy	  and	  Procedures	  to	  member’s	  only	  micro-‐site. 
 
Proposed	  Research	  committee	  and	  charge 
Oneha	  motions	  to	  develop	  a	  research	  board	  subcommittee	  to	  make	  recommendations	  on	  
behalf	  of	  AAPCHO	  members.	  Batayola	  seconds.	  Motion	  passes.	  Action	  Item:	  Members	  to	  
contact	  Rosy	  Chang	  Weir	  (rcweir@aapcho.org)	  with	  nominations. 
	   
FY2014	  budget 
Ho	  provided	  a	  report	  on	  FY2014	  budget.	  Discussion:	  Bettini	  shared	  an	  IT	  opportunity	  with	  
AHARO	  as	  a	  potential	  new	  business	  evaluation	  model.	  Eng	  motions	  to	  approve	  budget	  as	  
presented.	  Batayola	  seconds.	  Motion	  passes. 
	   
Announcements: 
1)	  The	  2013	  Healthcare	  Leadership	  Conference,	  hosted	  by	  Bay	  Clinic,	  is	  scheduled	  for	  December	  
4-‐6,	  2013	  on	  the	  Big	  Island.	  Information	  is	  available	  on	  Bay	  Clinic’s	  website:	  
https://www.bayclinicinc.org/2013-‐conference.	  2)	  Support	  Grace	  Wang’s	  candidacy	  at	  House	  of	  
Delegates.	  3)	  Kauila	  Clark’s	  Mahalo	  Reception,	  8/24/13	  at	  6pm	  at	  the	  Astor	  Suite,	  4)	  Board	  of	  
Directors	  dinner,	  8/25/13	  at	  7:30pm	  at	  Orso’s.	  5)	  Sue	  Van	  and	  Susie	  Sands	  from	  Coulter	  
Foundation	  will	  attend	  NACHC	  CHI.	  A	  meeting	  with	  Coulter	  Foundation	  and	  AAPCHO’s	  Board	  of	  
Directors	  is	  scheduled	  for	  8/25/13	  at	  2pm	  in	  the	  Astor	  Suite.	  6)	  AAPCHO	  will	  have	  5	  
presentations	  at	  NACHC	  CHI. 
	   
Meeting	  Adjourned:	  Eng	  motions	  to	  adjourn	  the	  meeting.	  Batayola	  seconds.	  Motion	  passes.	  
(Adjourned	  at	  3:30pm). 
 



AAPCHO	  
Board	  of	  Directors	  Report	  

	  
	  

Report	  Topic:	  AAPCHO	  Membership	  Application	  
Submitted	  by:	  Jeff	  Caballero	  
Board	  of	  Directors	  Meeting	  Date:	  March	  19,2014	  
Background:	  
Firstmed	  Health	  and	  Wellness	  Center	  in	  Las	  Vegas,	  NV	  was	  awarded	  a	  FQHC	  status	  on	  
September	  2013.	  	  Firstmed	  is	  only	  the	  third	  FQHC	  awarded	  in	  Nevada	  history,	  and	  the	  first	  
FQHC	  based	  in	  southern	  Nevada.	  	  AAPCHO	  has	  had	  the	  opportunity	  to	  begin	  a	  relationship	  with	  
Firstmed	  mid	  2012.	  	  Since	  2012,	  staff	  have	  had	  the	  several	  opportunities	  to	  observe	  and	  
appreciate	  the	  commitment	  of	  Firstmed	  staff	  and	  leadership,	  including	  their	  Board	  of	  Directors,	  
to	  the	  underserved	  community	  of	  southern	  Nevada.	  
	  
Between	  2000	  and	  2012,	  the	  US	  Census	  reports	  Nevada	  AAPI	  population	  has	  grown	  190%,	  
from	  7,840	  to	  22,773.	  	  This	  makes	  Nevada	  the	  state	  with	  the	  fastest	  AAPI	  population	  growth	  in	  
the	  United	  States.	  
	  
Issue(s):	  
Upon	  review	  of	  membership	  application	  documents,	  staff	  concludes	  Firstmed	  Health	  and	  
Wellness	  Center	  meets	  all	  membership	  requirements	  as	  required	  by	  By-‐laws.	  	  	  
	  
However,	  though	  Firstmed	  applied	  for	  Full	  membership,	  there	  is	  inadequate	  data	  or	  AAPCHO	  
staff	  experience	  to	  ensure	  the	  AAPI	  patient	  majority	  required	  for	  Full	  Membership.	  
	  
	  
Recommendation(s):	  
AAPCHO	  staff	  recommends	  approval	  of	  Firstmed	  Health	  and	  Wellness	  Center	  as	  an	  Associate	  
Member	  instead	  of	  Full	  Member	  because	  of	  inadequate	  evidence	  of	  the	  AAPI	  patient	  majority	  
required	  by	  AAPCHO	  By-‐Laws.	  	  	  
	  
Action	  Requested:	  Board	  of	  Directors’	  Vote	  

	  























AAPCHO	  
Board	  of	  Directors	  	  

Action	  Item	  
	  
	  

Report	  Topic:	  Consumer	  Member	  Re-‐election	  
Submitted	  by:	  Peter	  Ho	  
Board	  of	  Directors	  Meeting	  Date:	  March	  19,	  2014	  
Background:	  Ms.	  Noe	  Galaei	  was	  elected	  to	  the	  Consumer	  Member	  seat	  on	  AAPCHO’s	  Board	  of	  
Directors	  January	  18,	  2013.	  	  The	  Consumer	  Member	  has	  a	  one	  year	  term	  with	  a	  maximum	  two	  
consecutive	  term	  limit.	  	  Per	  discussion	  with	  AAPCHO’s	  lawyer,	  the	  one	  year	  term	  does	  not	  
necessarily	  limit	  the	  period	  of	  office	  to	  a	  calendar	  year.	  	  She	  may	  continue	  to	  occupy	  the	  
position	  until	  the	  next	  meeting	  of	  the	  Board.	  	  The	  next	  such	  meeting	  is	  the	  March	  19,	  2014	  
Board	  of	  Director’s	  meeting.	  	  	  
	  
Recommendation(s):	  	  Re-‐election	  of	  Noe	  Galeai	  for	  a	  second	  term.	  
	  
	  
Action	  Requested:	  	  Board	  of	  Director’s	  vote	  
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Board of Directors Report 

 

Report Topic: AAPCHO Board Research Committee Update 

Submitted by: Mary Oneha (Chair) and Rosy Chang Weir 

Board of Directors Meeting Date: March 19, 2013 

Background and/or Summary:   

AAPCHO has recruited 10 total members for the Board Research Subcommittee, including 3 

representatives in CA, 5 in HI, and one each in NY and WA. (See list of members below.) This 

is currently representative of AAPCHO’s membership concentration in the Pacific. However, 

to increase diversity, we still seek representation in other states as well as by different types 

of staff.  For the Committee, Mary Oneha has agreed to serve as Chair, and Thu Quach as Vice-

Chair. We have developed our Roles and Responsibilities and Member Contact/Bio 

information. We held a meeting between the Chairs and AAPCHO staff to begin planning for 

the Committee’s goals and activities. We have agreed to a draft set of objectives to be further 

discussed at the first Board Research Committee meeting planned in February. The objectives 

are:  

1. Strategize an AAPCHO data warehouse. 

2. Establish mission and principles regarding research approach and process.  

3. Provide technical assistance to member health centers in building research 

infrastructure at the levels they need. 

4. Identify AAPCHO research priorities that provide value for member CHCs. 

 

List of Current Members: 

Name State Staff type (provider, CEO, community) Affiliation 

Ninez Ponce CA Professor Consultant 

Pancho Chang CA Chief Operating Officer AAPCHO member 

Thu Quach CA Research Director AAPCHO member 

Charlyne "Pat"     

Mason-Dozier 

HI Chief of Oral Health AAPCHO member 

Mary Frances Oneha HI Chief Executive Officer AAPCHO member 

Rachelle (Shelly) Enos HI Research Coordinator AAPCHO member 

Sheila Beckham HI Chief Executive Officer AAPCHO member 

Harold Wallace HI Chief Executive Officer AAPCHO member 

Shao-Chee Sim NY Chief Strategy Officer  AAPCHO member 

Michael McKee WA Director of Health Services and Community 

Partnerships 

AAPCHO member 

 

We plan to have quarterly discussions and a face to face meeting at NACHC CHI pending 

member availability and funding. 

Issue(s):  None, for update purposes only. 

Recommendation(s):  N/A 

Action Requested: If you are interested or want to recommend someone to serve on the 

Committee, please contact Rosy Chang Weir, rcweir@aapcho.org. We are in need of a 

community member, front line or clinician staff members, and representatives in states other 

than CA or HI. 
 



AAPCHO	  
Board	  of	  Directors	  	  

Action	  Item	  
	  
	  

Report	  Topic:	  By	  Laws	  Revision	  Adoption	  
Submitted	  by:	  Peter	  Ho	  
Board	  of	  Directors	  Meeting	  Date:	  March	  19,	  2014	  
Background:	  AAPCHO’s	  By-‐Laws	  document	  has	  largely	  been	  in	  place	  in	  its	  original	  form	  with	  
minor	  additions	  and	  adjustments	  since	  AAPCHO’s	  founding.	  	  AAPCHO’s	  Board	  of	  Director’s	  
approved	  review	  and	  updating	  the	  By-‐Laws	  with	  an	  eye	  toward	  compliance	  with	  laws	  enacted	  
since	  the	  by-‐laws	  original	  development	  and	  streamlining	  the	  rules	  and	  regulations	  of	  AAPCHO.	  
	  
Recommendation(s):	  	  Adoption	  of	  draft	  By-‐laws.	  
	  
Action	  Requested:	  	  Board	  of	  Director’s	  vote	  

	  



An Analysis of AAPCHO Community Health Centers:  
UDS 2012
Since 1987, the Association of Asian Pacific Community Health Organizations (AAPCHO), a national, not-for-prof-
it organization has represented community health centers (CHCs) that provide quality, comprehensive health 
services that are financially affordable, linguistically accessible and culturally appropriate for Asian Americans, 
Native Hawaiians, and other Pacific Islanders (AA&NHOPIs). AAPCHO’s 33 community-based organizations pro-
mote advocacy, collaboration, and leadership that improve health status and access for medically underserved 
AA&NHOPIs. AAPCHO member CHCs provide services that are uniquely appropriate to their patient popula-
tions, including: 
•	 Culturally	and	linguistically	appropriate	health	care	services
•	 Comprehensive	primary	medical	care	including	internal	medicine,	prenatal	care,	pediatric,	 
 nutrition, nursing, pharmaceuticals, optometry, dentistry, and Enabling Services (ES)
•	 Services in numerous languages and dialects including Cantonese, Hawaiian, Ilocano, Korean,  
 Mandarin, Samoan, Tagalog and Vietnamese

A A P C H O  M E M b E r  D E M O g r A P H I C S

In 2012, AAPCHO served over 430,000 patients at fed-
erally qualified health centers. AA&NHOPI patients 
accounted for 72% of those served.

community health organizations. This fact sheet 
examines only FQHCs who report data to the 
bureau of Primary Health Care Uniform Data Sys-
tems (UDS). AAPCHO currently serves 23 FQHCs, 
up from 12 in 2000.

T O TA l  A A P C H O  PAT I E N T S ,  2 0 0 0  -  2 012 
The total number of patients served increased 
202% between 2000 and 2012. AAPCHO’s aver-
age number of patients per site increased 58% in 
the same period.

T E r M I N O l O g Y

A S I A N 
refers to people having 
origins in any of the original 
peoples of the Far East, 
Southeast Asia, and Indian 
subcontinent.

PAC I F I C  I S l A N D E r 
refers to people having  
origins in any of the original 
peoples of guam, Samoa, 
or other Pacific Islands.

N AT I V E  H AWA I I A N S
refers to those persons 
with native origins in the 
original peoples of Hawaii.

M O r E  I N F O r M A T I O N

For more information, please 
contact Director of research 
rosy Chang Weir, PhD at 
rcweir@aapcho.org.

FAC T
S H E E T
2 0 1 4

300 Frank H. Ogawa Plaza, Suite 620 
Oakland, California

W W W . A A P C H O . O r g T 510.272.9536 
F 510. 272.0817
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A A P C H O  F Q H C S ,  2 0 0 0  -  2 012

AAPCHO’s membership includes federally qualified 
health centers (FQHCs), FQHC look-alikes, and other 
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AV E r A g E  A A P C H O  A A & N H O P I  PAT I E N T S

The average number of AA&NHOPI patients served at each 
FQHC increased 36% between 2000 and 2012.

H O W  A A P C H O  C E N T E r S  
C O M PA r E  N AT I O N A l lY
AAPCHO member FQHC patient demo-
graphics and services differ from the av-
erage health center. AAPCHO serves a 
higher proportion of:
•	 Patients best served in a language  
 other than English (49.3% vs. 22.9%)
•	 Medicaid patients (41.9% vs. 39.6%)
•	 geriatric patients (age 65+) (9.5% vs.  
 7.2%)
•	 Non-white patients (81.9% vs. 34.4%)
•	 Patients with controlled blood pres- 
 sure (69.2% vs. 63.6%)
•	 Patients with controlled diabetes   
 (76.1% vs. 70.0%)

AAPCHO has a higher average number of 
enabling services encounters (11,520 vs. 
5,118)

S U M M A r Y  O F  A A P C H O  
D E M O g r A P H I C S  F O r  2 012
AAPCHO’s members are geographically 
located across the country in eight states 
and one freely associated state. Our 23 
member FQHCs serve a unique subset of 
our nation’s population.
•	 430,892 total patients served
•	 81.9% racial/ethnic minorities,  
 including 219,659 (56.3%) Asians,  
 29,673 (7.6%) Native Hawaiians, and  
 29,613 (7.6%) other Pacific Islanders
•	 49.3% patients served in a language  

 other than English (212,257)
•	 88.6% patients with incomes at or  
 below 200% Federal Poverty level  
 (305,938)
•	 34.7% uninsured patients (149,652)
•	 41.8% Medicaid patients (180,468)
•	 Some FQHCs serve as high as 56%  
 homeless patients

D I S A g g r E g AT E D  D ATA
AAPCHO CHCs strongly advocate for and 
collect disaggregated AA&NHOPI data. 
Unfortunately this data is not provided in 
the UDS, and thus is not included in this 
report.

Source for all data: bPHC UDS 2000 - 2012

l I M I T E D  E N g l I S H  P r O F I C I E N T  ( l E P )  
PAT I E N T S ,  2 0 0 0  -  2 012

In 2012 nearly half of AAPCHO member FQHC patients were 
best served in a language other than English. For some AAP-
CHO members, lEP patients represented up to 99% of their 
patient populations. The number of lEP patients served in-
creased 180% between 2000 and 2012.

U N I N S U r E D  PAT I E N T S ,  2 0 0 0  -  2 012

The number of uninsured AAPCHO member FQHC patients in-
creased 211% between 2000 and 2012. In 2012, 35% of AAPCHO 
member FQHC patients were uninsured. For some AAPCHO 
members, uninsured patients represented nearly 100% of their 
patient populations. 
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*Already	  AAPCHO	  members	  

New	  Access	  Points	  FY	  2014	  
	  
Mary	  Queen	  of	  Vietnam	  (MQVN)/NOELA	  CHC*	  

	  
Diem	  Nguyen,	  Executive	  Director	  NOELACHC	  
4626	  Alcee	  Fortier	  Blvd.	  Ste.	  E	  
New	  Orleans,	  LA	  70129	  
(504)	  255-‐9170	  
(504)	  255-‐9190	  fax	  
www.mqvncdc.org	  /	  	  
diemnguyen@mqvncdc.org	  

	  

Asian	  Human	  Services*	  
	  

Abha	  Pandya,	  Executive	  Director	   	  
4753	  North	  Broadway,	  Suite	  700	   	  
Chicago,	  IL	  60640	   	   	   	  
(773)	  728-‐2235	   	   	   	   	  
(773)	  728-‐4751	  fax	  	   	   	  
http://www.ahschicago.org	  /	  	  
apandya@ahschicago.org	  	  
	  

Center	  for	  Pan	  Asian	  Community	  Services	  (CPACS)*	  
	  

Zakiya	  Sloley,	  Program	  Manager	  
3510	  Shallowford	  Rd,	  NE	  
Atlanta,	  GA	  30341	  
(770)	  936-‐0969	  
(770)	  458-‐9377	  fax	  
www.icpacs.org	  /	  	  
zakiya.sloley@cpacs.org	  	  

	  

Operation	  Samahan*	  
	  
Joel	  San	  Juan,	  Executive	  Director	  
2835	  B	  Highland	  Avenue	  
National	  City,	  CA	  91950	  
(619)	  477-‐4451	  
(619)	  474-‐3919	  fax	  
www.operationsamahan.org	  /	  	  
joelsanjuan@operationsamahan.org	  	  	  

	  
Asian	  Services	  in	  Action	  (ASIA)*	  

	  
Sujata	  Burgess,	  Manager	  
3631	  Perkins	  Ave.,	  Ste.	  2A-‐W	  
Cleveland,	  OH	  44114	  
(216)	  881-‐0330	  x	  208	  
(216)	  881-‐6920	  fax	  
www.asiaohio.org	  /	  	  
sburgess@asiaohio.org	  	  
mbyun@asiaohio.org	  

	  

Hamdard	  Center	  for	  Health	  and	  Human	  
Services	  

	  
Kiran	  Siddiqui,	  Chief	  Operating	  Officer	  
1542	  W.	  Devon	  Avenue	  
Chicago,	  IL	  60660	  
(773)	  465-‐4600	  
(773)	  465-‐4666	  fax	  
www.hamdardcenter.org	  /	  	  	  
ksidd@hamdardcenter.org	  

	  
Asian	  Americans	  for	  Community	  Involvement	  
(AACI)*	  
	  

Michele	  Lew,	  CEO	  
2400	  Moorpark	  Avenue,	  Suite	  300	  
San	  Jose,	  CA	  95128	  
(408)	  975-‐2730	  
(408)	  975-‐2745	  fax	  
www.aaci.org	  /	  	  
Michele.lew@aaci.org	  

	  

Korean	  Health,	  Education,	  Information	  and	  
Research	  Center	  
	  

Erin	  K.	  Pak,	  CEO	  
3727	  West	  6th	  Street,	  Suite	  210	  
Los	  Angeles,	  CA	  90020	  
(213)	  427-‐4000	  
(213)	  427-‐4008	  fax	  
www.lakheir.org/	  
erinpak@lakheir.org	  

	  
FirstMed	  Health	  and	  Wellness	  
	   	  

Emelina	  Quisumbing	  ,	  CEO	  
	   3343	  S	  Eastern	  Ave	  
	   Las	  Vegas,	  NV	  89169	  	  
	   (702)	  731-‐0909	  
	   (702)	  731-‐1020	  fax	  
	   www.firstmednv.org	  /	  	  
	   emelinaqmd@gmail.com	  

Nhan	  Hoa	  Comprehensive	  Health	  Care	  Clinic,	  
Inc.	  
	  

TBA	  
7761	  Garden	  Grove	  Blvd	  
Garden	  Grove,	  CA	  92841	  
(714)	  898-‐8888	  
http://www.nhanhoa.org/	  

	  



AAPCHO FQHC Member Collaborations
By Focus Area and Project/Activity

2007 to 2014
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AAPCHO Member (FQHC) Advocacy Outreach and 
Enrollment Diabetes Hepatitis B Enabling 

Services CBPR HIT CHC 
Development

Asian Americans for Community Involvement

O/E Part A B Activated Cohort 1, Cohort pilot, 
IMPACT/BRIDGE 
(mentee)

Asian Health Services

CHC Research, 
HPSA/MUA/P, SDOH, 
Emergency 
Preparedness, 
Immigration

O/E Part A NIH Health Coach 
Project

B Activated NUCA CHARN, IRB, UofW 
Dissemination

Cohort pilot (expert 
resource), 
IMPACT/BRIDGE 
(Mentor), Patient Risk 
Assessment Project 
(Braintrust)

Asian Human Services

O/E Part A B Activated IMPACT/BRIDGE

Asian Pacific Health Care Venture

VP Coalition Buliding, 
BALANCE

B Activated, B Healthy UofW Dissemination BRIDGE

Asian Services in Action, Inc.

O/E Part A Cohort 1, Cohort pilot

Bay Clinic

Immigration B Activated NUCA P4P CHC Leadership 
Conference

Charles B. Wang Community Health Center

CHC Research, 
Enabling Services, 
Immigration

O/E Part A BALANCE B Free CEED, B 
Activated, B Healthy, 
HIT B (Advisory 
Committee)

ESAP CHARN, IRB IMPACT/BRIDGE 
(Advisory Committee)

Center for Pan Asian Community Services, Inc.

Immigration O/E Part A Cohort 1

Chinatown Service Center Community Health 
Center

B Activated

Community-University Health Care Center

Family Health Center of Worcester

BALANCE B Activated

HOPE Clinic

Civic Engagement, 
Emergency 
Preparedness

O/E Part A BRIDGE

International Community Health Services

CHC Research, Civic 
Engagement, 
Enabling Services, 
CAHPS, ACA, 
Immigration, 
Emergency 
Preparedness

O/E Part A B Activated, HIT B ESAP IRB, UofW 
Dissemination

HIT B, PIC BRIDGE/IMPACT 
(Advisory Committee)

Kalihi Palama Health Center

Civic Engagement, 
Enabling Services, 
ACA, Immigration

O/E Part A BALANCE ESAP PIC, P4P

Draf
t



AAPCHO FQHC Member Collaborations
By Focus Area and Project/Activity

2007 to 2014

AAPCHO Confidential 2/12/14 Page 2

AAPCHO Member (FQHC) Advocacy Outreach and 
Enrollment Diabetes Hepatitis B Enabling 

Services CBPR HIT CHC 
Development

Ko’olauloa Community Health & Wellness Center

Immigration IMPACT (mentee)

Kokua Kalihi Valley Comprehensive Family 
Services

Immigration B Activated UofW Dissemination Patient Risk 
Assessment Project 
(Braintrust)

Kwajalein Atoll Community Health Center

Immigration VP Coalition Building B Activated

Lanai Community Health Center

Immigration IMPACT

Lowell Community Health Center

Civic Engagement O/E Part A B Activated UofW Dissemination IMPACT

MQVN Community Development Corporation

Emergency 
Preparedness

O/E Part A Cohort 1, Cohort pilot

Northeast Medical Services

O/E Part A BALANCE (Advisory 
Committee)

B Activated, HIT B 
(Advisory Committee)

UofW Dissemination

Operation Samahan

Cohort pilot, BRIDGE

South Cove Community Health Center

Civic Engagement, 
Immigration

O/E Part A BALANCE

Waianae Coast Comprehensive Health Center

CHC Research, Civic 
Engagement, PCMH, 
P4P, Emergency 
Preparedness

B Activated ESAP CHARN, IRB, UofW 
Dissemination

PIC,P4P CHC Leadership 
Conference, IMPACT 
(mentor), 
BRIDGE/IMPACT 
(Advisory Committee), 
Patient Risk 
Assessment Project 
(Braintrust)

Waikiki Health Center

Immigration

Waimanalo Health Center

CHC Research, 
Enabling Services, 
Immigration

VP Coalition building B Activated NUCA CHARN, IRB PIC, P4P

West Hawaii Community Health Center

Draf
t



ASSOCIATION OF ASIAN PACIFIC COMMUNITY HEALTH ORGANIZATIONS 
Executive Director’s Report 

September 2013 
 
 
The following activities are being conducted per 2013 priority areas.  
 
Advocacy Strategic Priority Area 
Immigration Reform and Health Benefits – Due to congressional 
activities related to Syria and the budget, it seems House action on 
immigration reform might be pushed to 2014.  Immigration advocates are 
conducting demonstrations to push for more immediate actions. 
 
ACA Implementation – As an update, budget discussions with the Coulter 
Foundation seem to have finally reached agreement.  The first $1million of 
the $2million ACA Implementation support will award $700,000 to AAPCHO 
and $300,000 to APIAHF for re-granting to our member organizations.  
AAPCHO’s award will have 2 focus’ 1) grants for members to leverage 
existing O/E awards including but not limited to utilizing local ethnic media 
and sub-granting to local CBO partnerships, and 2) grants to members and 
other CBOs to establish an O/E multilingual materials clearinghouse in Asian 
and Pacific Islander languages to complement the federal CMS materials. 
 
The second million is being used to leverage additional matching support 
from health foundations in collaboration with HHS and the WHIAAPI.  A 
meeting with HHS Secretary Sibelius is pending for October.  As presented 
in the Chicago Board meeting, the Coulter Foundation has agreed to release 
the AAPCHO portion of the second million after enrollment period ends.   
 
In the meantime, AAPCHO and APIAHF is in the process of releasing an RFP 
to respective members which will have a proposed maximum amount of 
$40,000 per award from the first $1million.  Terms for the second million 
will be negotiated in the near future. 
 
Lastly, the Coulter Foundation has also awarded AAPCHO a core operations 
grant funding of $1million over 4 years.  This core funding unlike other core 
operating grant support serves to support any needed AAPCHO staffing and 
any indirect funding for all other Coulter project funding (ie. for example, 
AAPCHO cannot add any additional staffing or indirect to the $700,000 
being awarded for ACA Implementation, so it can all go to members as sub-
grants). 
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Research Strategic Priority Area 
Community Health Applied Research Network (CHARN) – The CHARN 
network has been invited by HRSA to submit a year-to-year contract at the 
same previous annual funding level.  The contract agreement is different 
from prior cooperative agreement award in that it is now recognized as a 
non-competitive sole source project.  Additionally, CHARN will have to 
conduct year-to-year projects required by HHS, in conjunction with any 
other projects the networks deem a strategic priority. 

Risk – Assessment Survey Research Project – Kresge Foundation has 
awarded the NACHC, AAPCHO, Oregon PCA< and Center for Alternative 
Futures a 3-year $800,000 award to develop the proposed national CHC 
risk-assessment tool.  Negotiations to clarify award distribution will be 
scheduled soon.  Additionally, one of the terms of Kresge’s awards is that 
funding from other foundations is required.  NACHC and the Oregon PCA are 
currently pursuing current leads. 

 
CHC Expansion Strategic Priority Area 
W.H.Coulter Foundation – CHC expansion efforts with the Coulter 
Foundation has been placed on hold until current NAP co-hort next steps are 
clarified. 
 
Now that the 2013 NAP awardees have been announced, and none of our 
four NAP cohort finalist have been selected, we will soon be discussing our 
next steps with the Coulter Foundation. 
 
Interestingly however, one of the original cohort members but dropped out 
of the AAPCHO TA project, First Med Health Clinic in Las Vegas was awarded 
a NAP award.  I have already reached out to First Med to offer our 
congratulations and offer to open up discussions towards AAPCHO 
membership. 
 
 
Health Disparities Strategic Priority Area 
Hepatitis B – AAPCHO’s Hepatitis B Policy Fellowship proposal to the Gilead 
Foundation has been submitted as requested.  The Gilead Foundation Board 
will be meeting on Oct. 5, 2014 to determine funding award.  If awarded, 
AAPCHO Hep B Policy Fellow, Isha Weerashinghe, will serve as fellow for 
another year.  
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October 2013 
 
 
The following activities are being conducted per 2013 priority areas.  
 
Advocacy Strategic Priority Area 
Immigration Reform and Health Benefits – The President on Oct. 24th 
called on Congress to vote on immigration reform by the end of 2013.  The 
House Democrats submitted a bill modeled after the Senate bill when the 
government was in shutdown.  Thus far, House Republicans have not 
signaled if they are willing to call a vote on immigration reform this year.  
 
CMS Payment Reform – On September 23rd, CMS proposed new rules 
which establishes a single PPS encounter rate for services under Medicare 
Part B beginning Oct. 1, 2014.  During August’s CHI meeting, BPHC Jim 
Macrae noted that Medicaid may soon follow some of Medicare’s 
demonstration programs. 
 
In light of the proposed single Medicare PPS encounter rate, NACHC and 
AAPCHO has had a number of exploratory discussions regarding potential 
concerns if Medicaid may be considering a similar rule using a similar 
Medicare methodology.  AAPCHO policy and research staff is currently 
working with WCCHC to examine if existing WCCHC CHARN data can 
validate some early concerns. A copy of the pilot Medicare PPS Proposed 
Rule study is available for further information. 
 
ACA Implementation – On Oct. 23rd, AAPCHO participated in a meeting 
with HHS Secretary Sebellius, the White House Initiative on AAPIs, several 
HHS agencies, and 13 health related foundations.  As previously reported, 
the purpose was to share the national AANHPI ACA Implementation Plan, 
and solicit additional support for outreach and enrollment efforts in the 
AANHPI community.  Sue Van, CEO of the WHCF proposed the development 
of a AANHPI ACA Philanthropy Fund in which the WHCF would anchor in 
partnership with other foundations around the country.  The discussion was 
robust with Sierra Health and RWJ indicating readiness to support E/O, and 
a number of other promising discussions needing follow-up. 
 
The foundations in attendance included: RWJ, Kaiser Family, Local 
Initiatives Support Corporation, Atlantic Philanthropies, Sierra Health, 
United Healthcare, Colorado Health, Blue Shield of California, 
Commonwealth Fund, Kaiser Foundation Health Plan, Carnegie, and Wallace 
H Coulter. 
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Additionally, AAPCHO is in the process of awarding $500,000 in grants to all 
13 O/E proposals submitted by member organizations.  Another $200,000 
will be awarded to members in support of translators and a working group 
to develop an on-line clearinghouse of multi-lingual education materials.  
The clearinghouse effort is in conjunction with another partnership with 
ZeroDivide to develop a mobile phone portal to virtually aggregate all 
AANHPI multi-lingual education materials as well as in-language certified 
enrollers.  This latter effort is to nationally promote and facilitate access to 
in-language resources.  Lastly, though we do not have a written agreement 
yet, CMS has also indicated a willingness to post the created in-language 
materials on the healthcare.gov website. 
 
 
Research Strategic Priority Area 
Community Health Applied Research Network (CHARN) – As 
previously reported, the CHARN network has been invited by HRSA to 
submit a year-to-year contract at the same previous annual funding level. A 
proposal was submitted but the rapid award anticipated was put on hold 
during the federal government shutdown. We are still following up to get a 
status update. 

AAPCHO is collaborating with UCLA to develop a proposal to NIH.  PCORI 
has invited an AAPCHO partnership with NACHC to develop a proposal.  
Lastly, AAPCHO has conducted a couple of exploratory discussions with 
Dartmouth on a couple of research proposals. 

 
CHC Expansion Strategic Priority Area 
W.H.Coulter Foundation – CHC expansion efforts with the Coulter 
Foundation are still on hold to re-evaluate national needs and the first year 
program design. 
 
Thus far for 2014, Sue Van has asked me to develop a national site-visit 
schedule to help the Foundation better understand community health 
centers, their needs, and priorities.  In particular, she wants to understand 
how big-vs-small, older-vs-newer health centers are similar and different 
from one another.  I hope to be consulting with several members in the 
development of a comprehensive agenda and site-visit schedule. 
 
 
Health Disparities Strategic Priority Area 
Hepatitis B – AAPCHO’s Hepatitis B Policy Fellowship has been renewed by 
the Gilead Foundation for another year.  AAPCHO Hep B Policy Fellow, Isha 
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Weerashinghe, will be prioritizing advocacy efforts to secure a “B grade or 
better” for screening foreign-born AAPIs from the US Preventive Services 
Task Force.  Success of this effort will elevate Hep B screening as a 
preventive service, and could then be provided as a service without co-pay. 
 
Additionally, the national hepatitis coalition, Hep B United, was recently 
funded by CDC with a 3-year grant to conduct capacity building and 
promote the national awareness campaign.  Hep B United has hired Kate 
Moraras from the White House Initiative for AAPIs.  Kate will be starting on 
Nov. 6, 2013. 
 



ASSOCIATION OF ASIAN PACIFIC COMMUNITY HEALTH ORGANIZATIONS 
Executive Director’s Report 

November 2013 
 
 
The following activities are being conducted per 2013 priority areas.  
 
Advocacy Strategic Priority Area 
Immigration Reform and Health Benefits – No key progress to report 
this month. 
 
CMS Payment Reform – As a follow-up to last months’ ED report.  A CMS 
comment letter has been developed in partnership with NACHC and 
WCCHC.  The key concern noted is related to CMS’ proposed single 
Medicare PPS rate for all health centers.    
 
AAPCHO provides data from member centers demonstrating our members 
may be disproportionately impacted by this proposed policy.   CMS’s 
methodology finds a less than 0.5% same-day visit rate.  Data from 
AAPCHO members find same day visit rates between 20.1%-35.0%. 
 
AAPCHO data reflects a majority of members’ Medicare patients requiring 
multiple visits per day have co-morbidities.  Eliminating multiple visits in 
one day will hamper health centers’ ability to provide care that efficiently 
reflects the patients’ needs.  AAPCHO asks is for CMS to retain an option 
that allows a health center to bill for more than one service per day.  
 
A copy of the AAPCHO CMS Comment letter is attached to this report. 
 
AAPCHO Payment Reform Webinar – AAPCHO is working with Lena 
Orouke in planning for a Payment Reform Webinar in January 2014.  The 
Webinar will be based on the AAPCHO Payment Reform Brief distributed to 
Board members in August.  HRSA/BPHC has expressed interests in being 
involved with this webinar. 
 
AAPCHO Policy Analyst Position – Chris Harley will be leaving AAPCHO’s 
Policy Analyst Position to serve as Senior Health Advisor for the White 
House Initiative for AAPIs (WHIAAPI).  Chris has been an effective advocate 
for AAPCHO the last year and half.  We will miss her, but look forward to 
working closely with her as she coordinates the WHOAAPI health efforts.  
AAPCHO will be re-posting the Policy Analyst position asap. 
 
ACA Implementation – AAPCHO is in the process of finalizing award 
contracts with project sites.  Additionally, we are working with a voluntary 
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Translation Workgroup to help us finalize scope of work and languages for 
AAPI language material clearinghouse. 
 
The National AANHPI ACA Implementation Collaborative is also developing a 
peer-learning and monitoring support infrastructure to enhance awareness 
of local concerns and resource sharing.  The National Collaborative is also 
still following up with last months’ HHS and Grant Makers in Health 
meeting, particularly promising preliminary discussions with RWJ and Kaiser 
Community Benefits. 
 
Additionally, the WHCF, Sue Van, is still working to promote more AAPI 
community funding with several other national foundation: Carnegie, Ford, 
and Haas Jr.  
 
Research Strategic Priority Area 
Community Health Applied Research Network (CHARN) – After 
government shutdown discussions has been restored.  HRSA indicated new 
budget terms for the CHARN network, $6million over 3 years.  This new 
budget is a significant reduction from previous contract, and the network 
feels mislead from pre-shutdown discussions with HRSA. 

After initial negotiation problems on how to resolve expectations and the 
budget, AAPCHO has helped to develop a new approach for possibly revising 
the budget and original scope of work.  We anticipate a negotiation update 
by early December. 

PCORI – NACHC and AAPCHO were invited by PCORI to develop a joint 
proposal to support CHC engagement in PCORI funding opportunities.  The 
proposal is due to PCORI before the end of the year.  This will serve as an 
excellent platform to get more AAPCHO member centers to be engaged in 
research. 

Kresge Foundation – No updates with new award this month. 

 
CHC Expansion Strategic Priority Area 
W.H.Coulter Foundation – On October 6, 2013, HRSA announced the 
funding of 136 NAP awards.  All four of AAPCHO’s NAP Co-hort organizations 
were selected for an award.  Overall, 13 NAP grantees were organizations 
which are serving primarily AANHPIs. 
 
This surprising announcement is a tremendous opportunity for AAPCHO.  
With WHCF support, AAPCHO is reaching out to all AAPI new NAP grantees 
to identify strategic opportunities for coordinating TA efforts.   AAPCHO 
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plans to develop a TA support structure in collaboration with interested and 
experienced AAPCHO members. 
 
 
Health Disparities Strategic Priority Area 
Hepatitis B – Over the next couple of months, AAPCHO advocacy efforts 
will be focused on the US Preventive Services Task Force and their 
upcoming review of national hepatitis B screening guidelines.   
 
AAPCHO is coordinating national efforts including medical societies, 
academic partners, and hepatitis B & C advocacy organizations to acquire a 
“B grade of better” for screening foreign-born AAPIs from the US Preventive 
Services Task Force.  Success of this effort will elevate Hep B screening as 
preventive services and incorporated as a “essential health benefit” with no 
charge for at-risks populations from Medicaid and other qualified insurance 
plans. 
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The following activities are being conducted per 2013 priority areas.  
 
Advocacy Strategic Priority Area 
Immigration Reform and Health Benefits – “Fasting for Families” a 
coalition of AAPI organizations valiantly demonstrated by fasting for more 
than 21 days.  The coalition tent was visited by the President and 
congressional leaders, but unfortunately the group was not successful with 
their requests for the House to vote on immigration reform before the 
session ended.  
 
CMS Payment Reform – CMS responded to the letter AAPCHO submitted 
last month.  CMS asks to work directly with the health center whose data 
was submitted to verify the data submitted with our letter.  AAPCHO 
confirmed with WCCHC their willingness to be identified and work directly 
with CMS.  AAPCHO staff will continue to monitor this issue. 
 
 
AAPCHO Payment Reform Webinar – No progress to report.  AAPCHO is 
still planning to work with Lena Ofrouke to convene a Payment Reform 
Webinar in January 2014.  As previously reported, the Webinar will be 
based on the AAPCHO Payment Reform Brief distributed to Board members 
in August.  HRSA/BPHC has expressed interests in being involved with this 
webinar. 
 
AAPCHO Policy Analyst Position –AAPCHO has re-posted the Policy 
Analyst position description, and plans to re-hire by February 2014. 
 
ACA Implementation – AAPCHO has finalized contract discussions with 13 
member sites involved in ACA enrollment efforts supplemented by Coulter 
grants.  Each of the participating members will be submitting quarterly 
reports summarizing lessons learned and status updates of enrollment 
efforts.   
 
In addition, AAPCHO staff is working with a Translation Workgroup that is in 
the process of developing an ACA Glossary of Terms building on previous 
efforts by CMS and NHELP.  The AAPCHO Translation Workgroup has 
identified additional terms based on their more than 2 months of education 
and enrollment experience.  Over the next 2 months, the Translation 
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Workgroup will help AAPCHO staff hire translators and translate the finalize 
ACA glossary. 
 
In addition to the ACA glossary, the Translation Workgroup will conduct a 
gap analysis and recommend additional needed in-language materials for 
future ACA education and enrollment efforts. 
 
This month, the National Collaborative continues to follow up the October 
HHS and Grant Makers in Health meeting, particularly with Kaiser 
Community Benefits. 
 
 
Research Strategic Priority Area 
Community Health Applied Research Network (CHARN) – Post shut-
down negotiations is finalizing a contract and scope of work quite different 
from the original CHARN priorities.  The contract is for $3 million over 3 
years (half the original amount) and a minimal role expected of health 
centers.  The focus and most of the resources and scope of work is cleaning 
up and analysis of the data by the Data Coordinating Center. 

After much discussion, the AAPCHO node will participate in this CHARN 
effort perhaps for the last time, while we begin to develop plans for a long-
term strategy which value on-going health center engagement as a 
research partner and not just data collector.  AAPCHO Research Policy 
Committee will begin to develop an alternate development plan for 
AAPCHO’s membership data warehouse. 

PCORI – No progress to report in the NACHC and AAPCHO PCORI effort.  

Kresge Foundation – No updates with new award this month. 

 
CHC Expansion Strategic Priority Area 
W.H.Coulter Foundation – AAPCHO is conducting outreach to the 12 
newly awarded NAP grantees to solicit if they are interested in participating 
in a peer learning cohort in addition to a potential mentorship program with 
experienced AAPCHO members.  Preliminary plans with the Coulter 
Foundation proposes a convening of the participating new NAP cohort 
concurrent with the March 2014 AAPCHO Board meeting and HHS meeting. 
 
On Thursday, December 12th, I met with White House AAPI Initiative ED, 
Kiran Ahuja.  Kiran agreed to support or co-hosting AAPCHO’s meeting with 
HHS in March.  The preliminary plan to invite HRSA, CMS, & AHRQ will be 
coordinated between AAPCHO and the WHIAAPI. 
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Additionally, AAPCHO and WHIAAPI are also working with WHCF and First 
Med Health and Wellness Center in Las Vegas to plan a Townhall and AAPI 
Leadership Luncheon on January 17 & 18th. 
 
AAPCHO staff is still in the process of hiring new staff for WHCF related 
activities.  I hope to secure a new hire by mid to late January. 
 
Health Disparities Strategic Priority Area 
Hepatitis B – As an update to previous reports, the USPSTF announced the 
preliminary recommendation for Hep B screening will now be released by 
late February/early March instead of this month.   
 
 
Technical Assistance Program Update – AAPCHO staff will be working 
over January to respond to BPHC national cooperative agreement grant 
renewal.  The BPHC renewal is due Feb. 6th. 
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The following activities are still being conducted per 2013 priority areas.  
 
Advocacy Strategic Priority Area 
Immigration Reform and Health Benefits – Legislative recess period, no 
progress to report. 
 
CMS Payment Reform – The CMS one Medicare PPS payment per day 
policy proposal is being considered for discussion at the proposed AAPCHO 
March HHS meeting on Jan 18th. 
 
AAPCHO Payment Reform Webinar – Delayed.  AAPCHO was planning to 
work with Lena O’Rourke to convene a Payment Reform Webinar in January 
2014.  However due to current workload, the webinar will most probably be 
rescheduled for February 2014. 
 
AAPCHO Policy Analyst Position –AAPCHO staff still plans to conduct 
interviews and re-hire by February 2014. 
 
ACA Implementation – The White House and HHS are planning on 
conducting additional ACA education campaign efforts to increase 
enrollment of young invincibles in January and February.  The latest HHS 
Enrollment report released on January 13th noted more than 2.1 million 
have enrolled between Oct-December, with nearly 1.8 million of the total 
just in December.  
 
On Jan. 14th, AAPCHO received timely quarterly reports from all AAPCHO 
grantees.  Analyses of the reports are still being conducted in preparation 
for Coulter Foundation site visit on Wednesday, Jan. 22nd.  
 
Translation Workgroup efforts are delayed due to current workload.  Efforts 
to develop an ACA Glossary of Terms may not be completed until February. 
Hopefully in less than 2 months, the Translation Workgroup will help 
AAPCHO staff hire translators and translate the finalize ACA glossary. 
 
In addition to the ACA glossary, the Translation Workgroup still plans to 
conduct a gap analysis and recommend additional needed in-language 
materials for future ACA education and enrollment efforts. 
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Lastly, this month, AAPCHO is submitting proposals requested by the 
Carnegie Foundation and Kaiser Community Benefits in partnership with 
APIAHF and Zero Divide, respectively. 
 
 
Research Strategic Priority Area 
Community Health Applied Research Network (CHARN) – No progress 
related to HRSA or PACE network during this reporting period.  AAPCHO 
staff is preparing for a NIH project site meeting at ICHS on Jan. 23-24th.  
Additionally, AAPCHO staff is also preparing a research briefing for the 
Coulter Foundation as requested. 

NIH – UCLA and AAPCHO are reviewing a research RFP.  

Kresge Foundation – No updates during this reporting period. 

 
CHC Expansion Strategic Priority Area 
W.H.Coulter Foundation – AAAPCHO has reached out to 10 newly 
awarded NAP grantees and invited them to participate in the proposed 
March 17th Coulter meeting in Washington, DC.  The proposed Coulter 
meeting will be an opportunity for the NAP to learn more about the Coulter 
Foundation’s and AAPCHO’s TA plans for supporting them.   
 
In addition, we will be planning to introduce the NAP sites with existing 
AAPCHO members who are interested in helping the NAP sites pass their 
12-month audit site visit.  Coulter Foundation is considering incentives for 
existing AAPCHO members who assists NAP sites. 
 
Additionally, Sue Van and I spent Jan. 16 & 17th in Las Vegas to conduct a 
site visit with First Med Health and Wellness Center and support a 
Community Townhall event to introduce the new CHC since this is the first 
CHC in Las Vegas in 16 years. 
 
AAPCHO staff is currently conducting interviews to hire new staff for WHCF 
related activities.  I hope to secure a new hire before the end of January. 
 
Health Disparities Strategic Priority Area 
CDC Diabetes – AAPCHO Disparities Program Team is preparing for a 
meeting with all 3 of its current grantees in San Francisco on Jan 27&28th.  
This grantees meeting is intended to evaluate last year’s activities and 
prepare for the upcoming final year of implementation before final 
evaluation period.  
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Technical Assistance Program Update – As previously reported, 
AAPCHO staff are still working on BPHC national cooperative agreement 
grant renewal.  The BPHC renewal is due Feb. 19th. 
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The following activities are still being conducted per 2013 priority areas.  
 
Advocacy Strategic Priority Area 
Immigration Reform and Health Benefits – No progress to report. 
 
AAPCHO Payment Reform Webinar – Delayed.  AAPCHO was planning to 
work with Lena O’Rourke to convene a Payment Reform Webinar in January 
2014.  However due to current workload, the webinar will most probably be 
rescheduled for March 2014. 
 
AAPCHO Policy Analyst Position – Due to delays in re-hiring Policy 
Analyst position, I am considering working with Lena O’Rourke on a retainer 
basis.   
 
ACA Implementation – The White House and HHS are planning on 
conducting an AAPI Awareness Week for ACA outreach.  Currently, we are 
discussing potential events which may be conducted concurrent with 
AAPCHO’s Washington DC activities during week of March 17-20th.  This 
may provide opportunities for AAPCHO leadership to participate in person. 
 
The AANHPI ACA Implementation Collaborative has developed a midpoint 
report that has been shared with select policymakers and existing funders.  
Without  benchmarks for comparison, it is difficult to conclude if the 
production numbers are good or bad. 
 
Translation Workgroup efforts are also delayed due to current workload.  
Efforts to develop an ACA Glossary of Terms may not be completed until 
March or April. Hopefully in less than 2 months, the Translation Workgroup 
will help AAPCHO staff hire translators and translate the finalize ACA 
glossary. 
 
In addition to the ACA glossary, the Translation Workgroup still plans to 
conduct a gap analysis and recommend additional needed in-language 
materials for future ACA education and enrollment efforts. 
 
Lastly, we have not heard back from the Carnegie Foundation and Kaiser 
Community Benefits proposals submitted in partnership with APIAHF and 
Zero Divide, respectively. 
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Research Strategic Priority Area 
Community Health Applied Research Network (CHARN) – No progress 
on CHARN funding this month.  As previously reported, HRSA is considering 
revisions to a non-competitive requested proposal. 

NIH – UCLA and AAPCHO are submitting a National Prevention Partnership 
proposal to OASH on March 3rd. 

Blue Cross Foundation – NACHC is submitting proposal to Blue Cross 
Foundation to complement support awarded by Kresge Foundation and 
Kaiser Family Foundation for the CHC community risks assessment project 
that AAPCHO is a partner of. 

CHC Expansion Strategic Priority Area 
W.H.Coulter Foundation – AAPCHO hired Jen Lee from Asian Health 
Services to serve as AAPCHO’s Director of Community Services and 
Partnerships.  Ms. Lee will be starting on March 5th, and she will provide 
oversight AAPCHO projects in partnership with the WH Coulter Foundation.  
Ms. Lee will be joining our March 17th meeting in Washington DC in 
partnership with WH Coulter Foundation to support the new NAP sites. 
 
Health Disparities Strategic Priority Area 
 
USPSTF Recommendations For Hep B Screening - On February 12, 
2014, the USPSTF posted a draft “B” recommendation on screening for 
hepatitis B virus infection in non-pregnant adolescents and adults, which 
are both available for public comment. This is an exciting development 
because under the ACA, health plans are required to offer preventive 
services rated A or B by the task force with no patient cost-sharing. A final 
A or B recommendation could potentially greatly increase access to hepatitis 
B testing. Hepatitis B vaccines are already available with no patient cost 
sharing.  AAPCHO is coordinating a national response to submit supporting 
commentary, and have several templates letters available.  Comments are 
due by March 10 
 
 
CDC Diabetes – As a follow-up to the Jan. 27&28th grantees meeting, 
AAPCHO staff will prepare for a May site visit to CDC in Atlanta, GA to solicit 
on-going support for vulnerable populations grant which is due to end FY16.  
 
Technical Assistance Program Update – As follow-up to previous report, 
AAPCHO staff submitted a competitive BPHC cooperative agreement 
renewal on Feb. 19th. 
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November 18, 2013 
 
Centers for Medicare & Medicaid Services,  
Department of Health and Human Services,  
P.O. Box 8013,  
Baltimore, MD 21244-1850 
 
RE: CMS-1443-P  
Medicare Program: Prospective Payment System for Federally Qualified Health Centers 
 
Dear Secretary Sebelius:  
 
The Association of Asian Pacific Community Health Organizations (AAPCHO) respectfully submits 
these comments on CMS’s Proposed Rule on the Medicare Prospective Payment System for Federally 
Qualified Health Centers (CMS-1443-P). AAPCHO is a national not-for-profit association of 33 
community-based health care organizations, mostly federally qualified health centers, dedicated to 
promoting advocacy, collaboration, and leadership that improves the health status and access of medically 
underserved Asian Americans, Native Hawaiians, and other Pacific Islanders (AA&NHOPI) in the U.S., 
its territories, and its freely associated states. As health care providers, AAPCHO members focus on 
providing services that are uniquely appropriate to their patient populations, including: culturally and 
linguistically appropriate health care services, comprehensive primary medical care, and wrap-around 
Enabling Services (ES) for medically underserved AA&NHOPIs throughout the country. For the more 
than 450,000 patients our centers serve annually, AAPCHO is interested in ensuring that PPS payments 
are adequate to provide comprehensive, linguistically, and culturally competent care by our member 
community health center providers and for our patients. 
 
Medicare beneficiaries, including those dually eligible for Medicare and Medicaid, represent a small but 
growing percent of our patient population. AAPCHO’s health centers have on average, a higher 
percentage of patients age 65+ than other health centers (9.5% vs 6.9%). Our members also have a higher 
rate of beneficiaries who are Limited English Proficiency (LEP) (51.5% vs. 23%) and a higher rate of 
beneficiaries at or below 200% of FPL (73% vs 71.4%) than other health centers, and thus we provide 
more enabling services given the needs of our patients (HRSA Uniform Data System, 2011). 
 
In general, Medicare beneficiaries tend to have more chronic conditions and care coordination needs, 
which require the careful management of co-morbidities in order to maintain beneficiaries’ health. The 
comprehensive model utilized by health centers allow AAPCHO members to appropriately treat patients 
and to ensure that their care is delivered in an efficient and culturally appropriate way. AAPCHO 
members are on the cutting edge of system delivery and have developed systems of care that reward 
quality—not just quantity. 
 
In addition to the challenges of managing a Medicare population, the patients that AAPCHO members 
serve come from diverse backgrounds and need linguistically or culturally appropriate services. 
AAPCHO members provide these enabling services to all our beneficiaries to ensure appropriate delivery 
of care. These services provide real and life-saving value to our beneficiaries but do come at a cost greater 
than serving beneficiaries who do not need wrap-around services. Currently, the Medicare PPS model 



does not break out the costs of these services but includes them in the payment rate; it is critical that 
future Medicare payments take in to consideration the costs of these enabling services.  
 
We appreciate CMS’s explicit intent to support appropriate payment by Medicare to health centers while 
reducing the administrative and billing burden; AAPCHO supports the use of a bundled payment. 
However, we are concerned that some of the policies proposed would adversely affect AAPCHO 
members and our ability to provide the comprehensive and innovative services our patients need. We 
discuss our concerns below.  
 
Incorporation of other Comments 
AAPCHO supports the comments submitted by the National Association of Community Health Centers 
(NACHC) on the need to make important methodological changes to the proposed rule, as well as to 
ensure adequate Medicare payments to all health centers. We support NACHC’s discussion of, and 
recommended fixes to: 

• The exclusion of “outlier” payments from the cost report which had the effect of artificially 
reducing the proposed initial PPS rate; 

• The lesser-of-PPS-or-charges provisions; 
• The waiver of coinsurance 

 
AAPCHO supports the comments submitted by the Waianae Coast Comprehensive Health Center on the 
need to provide incentives for innovation, protect integrated services, and appropriately set Medicare 
reimbursement rates.  
 
A Single National Encounter Rate 
CMS proposed a daily encounter rate based on a national average cost-per-visit. This rate is calculated by 
aggregating all of the data from all FQHCs and dividing their costs by their total visits. In other words, 
CMS will develop a single payment rate based on the average of all health centers across the county, 
adjusting for geography and an upward adjuster for patients who are new or doing their initial primary 
care screen.  
 
CMS must set rates to meet the individual centers’ costs and reflect the bundle of services an individual 
health center provides. AAPCHO members serve a disproportionate number of high costs or underserved 
beneficiaries and provide a range of enabling services including language services that the proposed rates 
do not take into account. AAPCHO members will be systematically and adversely affected by the 
application of the proposed national encounter rate. CMS should revise this proposal to include 
additional payment adjusters to adequately reflect the individual health centers’ patient population and 
package of services, as well as to incentivize high quality integrated care.  
 
High Cost Beneficiaries and Beneficiaries with Chronic Conditions 
Even for non-outlier visits, the costs associated with successfully managing chronic conditions in the 
Medicare population are high. The Medicare patients served by AAPCHO health centers have higher-
than-average costs due to the number of beneficiaries served who have multiple chronic conditions. 
 
When AAPCHO conducted analysis of Medicare patients served by our members in order to understand 
the impact of the proposed rule, we found that AAPCHO members have a higher proportion of Medicare 
patients with co-morbidities, especially amongst those with chronic conditions, such as Diabetes. The 
analysis of 2512 Medicare patients from year 2011 and 2012 in one AAPCHO CHC found that a majority 
of the patients have at least one comorbidity (2268 or 90.3% of all patients). When aggregating data 



across 3 other AAPCHO CHCs, AAPCHO found that 6021 out of all 6764 patients have at least one 
comorbidity (89.0%)1 and all patients who had Diabetes had at least one other comorbidity.2  
 
Patients with chronic diseases and comorbidies often require a higher provision of enabling services and 
integrated care models, which may come at a higher cost but also results in better patient outcomes and 
overall health. AAPCHO urges CMS to account for payments for beneficiaries with multiple chronic 
conditions. AAPCHO supports adjusters for the acuity of a patient condition, both in terms of patient 
population and visit characteristics. We also support higher payments for dual-eligibles and individuals 
with multiple chronic conditions and co-morbidities.  
 
Enabling Services 
A recent study in the Journal of Health Care recently found that AA&NHOPIs are less likely than non-
Hispanic Whites to access health care.3 The report found that of individuals with health insurance, 
compared to the 22 percent of Whites who used health services, only about 14 percent of AA&NHOPIs 
did so. Furthermore, among individuals without health insurance, only 4.1 percent of AA&NHOPIs had 
at least one health visit during the study period, compared to 8.7 percent of Whites. This alarming 
discrepancy in health care access argues that we must do more to support efforts to expand access to 
health care for AA&NHOPI communities, and especially for medically underserved AA&NHOPI 
communities in need of linguistically and culturally accessible health care.  
 
AAPCHO members currently offer a wide range of enabling services—non-clinical services provided to 
patients to support care delivery, enhance health literacy, and facilitate access to care. AAPCHO members 
have discovered that these enabling services, which include a variety of supportive services, language 
services and health education, and are incorporated with medical care to reduce health disparities and 
improve outcomes, are vital to reaching medically underserved and linguistically isolated AA&NHOPI 
households. These services are also necessary for the management of a beneficiaries’ health and are 
integral to the health center model of care. But enabling services are at risk when bundled reimbursement 
falls below the cost of medical care.  
 
The proposed Medicare PPS does not adjust for the costs associated with providing enabling services or 
linguistically and culturally competent care. CMS should include an upward adjuster for health centers 
that provide significant enabling services. Not including an adjuster for these services means that 
AAPCHO members will be routinely underpaid in contrast to the national average and may have no 
choice but to limit or cut enabling services. 
 
Fostering Innovation 
As proposed, this Medicare PPS rate negatively effects innovation by removing incentives to provide 
fewer, more intensive visits. From a provider perspective, AAPCHO members have found success in 
managing chronic conditions by using intensive case management and care coordination, and providing 
medically necessary ancillary services in the same visit. The effect of the proposed rule will most 
negatively impact these health centers that have successfully implemented integrated and coordinated care 
because the rate-per-visit will be less than the cost of providing the intensive care. It becomes more 
financially sound to provide several, smaller visits over time. Similarly, the rate will negatively impact the 
centers that have developed integrated primary care and behavioral health care.   
 
Multiple Visits on the Same Day 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
1!See!Appendix!A!for!AAPCHO!Comorbidity!Table!
2!AAPCHO!considered 29 comorbidities as suggested by Elixhauser!
3!http://medicalxpress.com/news/2013C11CbiggerChealthCbarrierCstatus.html!



The proposed rule limits Medicare payments to FQHCs to one encounter per day. This will change 
delivery service at AAPCHO health centers who respond to patients’ needs by offering more than one 
visit a day when appropriate and medically necessary. Noting that AA&NHOPIs already struggle to go to 
the doctor and the high number of AAPCHO Medicare patients with chronic conditions and comorbidies, 
we must work to eliminate any barriers to care and facilitate the integration of medical services that make 
it easier for patients to manage their health. For example, Medicare beneficiaries may need transportation 
assistance or a caregiver in order to get to the appointment. Having multiple visits in one day makes it 
easier for beneficiaries to access care in a way that is convenient for them and allows providers to treat 
their patients holistically. This is particularly true for beneficiaries who require both medical and 
behavioral health treatment. As important, same day visits may be necessary for the holistic management 
of chronic diseases and co-morbidities. 
 
AAPCHO’s same day visit rates4 for Medicare patients are significantly higher than numbers on which 
CMS based their numbers. CMS’s methodology finds a rate of less than 0.5% for same day visits. 
Research done by AAPCHO calculated the rate in two ways: by encounter and by patient. The same day 
visits rate by encounter is 20.1% and by patient is 35.0%, both significantly higher than CMS’s claimed 
0.5% (p-value = 0). One reason can be that AAPCHO’s members have very different Medicare patient 
demography than the average CHC supported by CMS. In particular, our members have found that high 
cost/high risk patients have benefited from getting same-day care in multi-disciplinary provider clinics as 
a strategy for managing their health status. 
 
In addition, a majority of AAPCHO’s Medicare patients requiring multiple visits per day have co-
morbidities. The same day visits rate by patients for patients with co-morbidities is 38.1%, which is 
statistically significantly higher than the 35.0% for all patients (p-value = 0.0014). Furthermore, people 
with diabetes have the highest rate of same day visits (all 854 Diabetes patients had some other co-
morbidities as well): 47.8% by patient and 25.3% by encounter.  
 
Table 1 

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
4!AAPCHO!recognizes!that!CMS!might!have!used!a!more!strict!definition!of!same!day!visits!–!by!only!counting!
visits!including!both!a!medical!and!a!mental!health!visit!as!multiple!visits!on!the!same!day.!However,!AAPCHO!
counted!the!same!day!visits!as!more!than!one!visit!in!the!record!on!the!same!day.!

 COUNTS OF 
SDV1!

TOTAL 
COUNTS!

 SDV1 
RATE2!

Patients 880 2512 35.0% 
Visits3 10036  49878 20.1% 

Primary Care3 2552 19386 13.2% 
ER3 87 899 9.7% 
Other3 7397 29593 25.0% 

Comorbidities Patients 862 2268 38.0% 
Visits by Comorbidities Patients3 9969 49015 20.3% 

Primary Care3 2523 18834 13.4% 
ER3 86 853 10.1% 
Other3 7360 29328 25.1% 

Diabetes Patients 408 854 47.8% 
Visits by Diabetes Patients3 6186 24420 25.3% 

Primary Care3 1417 8702 16.3% 
ER3 41 307 13.4% 
Other3 4728 15411 30.7% 



Note: 1. SDV = Same Day Visits 
           2. SDV Rate = Count of SDV in each row/ Total Count in each row 
           3. Visits that happened on a day that at least one other visit was paid by the same patient 

 
Eliminating multiple visits in one day will hamper health centers’ ability to efficiently provide care that 
reflects the patient population. More than one visit in a day may be necessary for seamless management 
of a chronic condition and the provision of medically necessary ancillary services. AAPCHO encourages 
CMS to retain the current regulatory provisions that allow health centers to bill for more than once service 
on a day. 
 
Integrated Mental Health 
Consistent with the goals of health reform and of the mental health parity reforms, AAPCHO clinics are 
moving to integrate behavioral health into their medical clinics. Overall patient health benefits from the 
integrated delivery of behavioral health; mental and behavioral health treatments work together with 
medical care to improve health and reduce underlying factors in other co-morbid conditions such as 
obesity. In particular, AAPCHO members have found that improving access to mental health services for 
patients, many of whom may present with medically complex issues, geographic and cultural access 
issues, and have difficulty complying with their treatment regimens without integrated care coordination, 
necessitates the need for integrated, same-day care. What is more, the ability for a patient to get a 
behavioral health visit in conjunction with medical services helps providers improve patients’ attendance 
in sessions with mental health providers. Without same day behavioral health services, a patient may be 
less likely to return another day for a behavioral health visit.  
 
Although CMS’s analysis found that it is uncommon for FQHCs to bill more than one visit per day for the 
same beneficiary, AAPCHO worries that this proposed rule would have a detrimental effect on efforts by 
FQHCs to move towards a more fully integrated medical home that includes behavioral health services. In 
addition, the proposed rule seems to move away from the ICN 908978 Factsheet on Same Day Billing for 
Mental Health Services and Primary Care Services. The factsheet notes,  
 

“Integration of [mental health care services, alcohol and/or substance abuse, and primary 
health care] services is an approach to health care that can better address the needs of all 
individuals, including those with mental health and substance use conditions.”5 

 
AAPCHO is concerned that the negative consequences of not adequately addressing behavioral health 
could reduce the overall quality of health care for the individual. Instead of moving towards integrated 
care, under the proposed rule, health centers may lose incentives to provide same day services for 
behavioral health that is needed, because they will only get paid once per day per patient at a fixed rate 
regardless of the scope of service.  In addition behavioral health services are carved out of the PPS and 
paid a different rate.  
 
Instead, AAPCHO encourages the development of PPS rates for both medical and behavioral health, and 
urges CMS to allow for reimbursement when behavioral health services are delivered on the same day as 
other medical services. 
 
Impact of Proposed Rule Incentivizes Quantity Over Quality 
AAPCHO members are centers of innovation and are delivering on the promise of the ACA—high 
quality, more efficient care. AAPCHO member, Waianae Coast Comprehensive Health Center in Hawaii, 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
5!http://www.cms.gov/OutreachCandCEducation/MedicareCLearningCNetworkC
MLN/MLNProducts/Downloads/SameCDayCBillingCTextCOnlyCFactCSheetCICN908978.pdf!



has done research to show that, if funding is allowed to match the innovations and to reward—not 
penalize—efficient care, there are real gains for the patient, the health center, and the health care system 
overall. While there are unique factors to the Waianae experience, it demonstrates that it is possible to 
deliver integrated whole-person care through health centers. If we close off this innovation opportunity 
for FQHCs now, the health care system will never begin to experiment with and deliver on the promise of 
the ACA.  
 
The proposed encounter-rate, particularly combined with eliminating multiple visits per-day, will 
encourage health centers to unbundle services and spread small visits across many days, and incentivizes 
quantity over quality. This creates a perverse incentive for providers to schedule visits over multiple days 
for patients with chronic diseases. In addition to undermining health outcomes, the real effect on these 
beneficiaries cannot be overstated. Low-income Medicare beneficiaries and/or their caretakers or family 
members will need to manage multiple appointments, take time off work, arrange transportation and 
return to the health center repeatedly—rather than getting all of the care they need in one efficient, well-
managed visits. The goal of the ACA—and core to the mission of health centers—is to provide holistic 
care to beneficiaries that rewards efficiencies both to the health care system, and to the beneficiary and 
their family. This rule penalizes both sides, and may jeopardize health outcomes in the process.  
 
Conclusion 
In conclusion, AAPCHO strongly recommends that CMS modify their methodology. The existing 
proposal does not take into account the variation between health centers, the high range of services they 
offer, and the populations they serve. We also strongly recommend retaining the existing regulatory 
provisions that allow for multiple visits per day; allowing only one visit per day encourages health centers 
to unbundle their services and results in inefficient care.  
 
 
Sincerely, 
 
 
 
Jeffrey Caballero 
Executive Director 
 
  



 
APPENDIX A - DISCUSSION OF THE MEDICARE PPS PROPOSED RULE COMORBIDITY TABLE 

Prepared By AAPCHO/VL 

 
Below is a table of the patient counts and same day visits rate for three types of mental health comorbidity 
disease that were included in the Elixhauser comorbidity list (first 3 rows), and for other four 
comorbidities that had the most counts of patients (next 4 rows). Notice patients with these comorbidities 
all have very high same day visits rate. Some of the patients may be counted more than once as they may 
have more than one comorbidity that are listed below. 
 
 
COMORBIDITY COUNTS OF PATIENTS 

WITH SDV 

TOTAL COUNTS 

OF PATIENTS 

SDV RATE 

Depression 294 540 54.4% 

Psychoses 378 696 54.3% 

Other neurological disorders 45 87 51.7% 

Chronic Pulmonary Disease 461 1006 45.8% 

Deficiency Anemias 205 428 46.9% 

Diabetes 668 1380 48.4% 

Hypertension  711 1787 39.8% 

 
 



AAPCHO	  
Board	  of	  Directors	  	  

Action	  Item	  
	  
	  

Report	  Topic:	  Audit	  for	  FY	  2012	  –	  2013	  
Submitted	  by:	  Peter	  Ho	  
Board	  of	  Directors	  Meeting	  Date:	  March	  19,	  2014	  
Background:	  AAPCHO	  has	  completed	  an	  annual	  audit	  for	  fiscal	  year	  October	  1,	  2012	  to	  
September	  30,	  2013.	  	  	  
	  
Recommendation(s):	  	  Acceptance	  of	  the	  Audit	  
	  
Action	  Requested:	  	  Board	  of	  Director’s	  vote	  

	  



AAPCHO	  
Board	  of	  Directors	  Report	  

	  
	  

Report	  Topic:	  March	  2014	  Hepatitis	  B	  Advocacy	  
Submitted	  by:	  Isha	  Weerasinghe	  &	  Jeff	  Caballero	  
Board	  of	  Directors	  Meeting	  Date:	  March	  19,	  2014	  
Background:	  	  
Hepatitis	  B	  Virus	  (HBV)	  infection	  is	  the	  leading	  cause	  of	  liver	  cancer	  in	  the	  world.	  	  HBV	  infection	  is	  
the	  most	  common	  untreated	  disease	  in	  the	  world.	  Asians	  are	  100	  times	  more	  likely	  to	  be	  infected	  
with	  HBV	  and	  are	  most	  likely	  to	  die	  from	  liver	  cancer.	  A	  vaccine	  can	  prevent	  Hep	  B	  infection	  and	  is	  
considered	  the	  first	  anti-‐cancer	  vaccine.	  Effective	  treatments	  can	  prevent	  liver	  cancer	  from	  
developing	  from	  HBV	  infection.	  –	  Journal	  of	  Cancer	  Education,	  Feb.	  1013.	  
	  
Mid-‐February	  2014,	  the	  USPSTF	  released	  a	  draft	  “B	  grade”	  recommendations	  for	  HBV	  
screening	  of	  all	  high-‐risk	  groups,	  which	  includes	  all	  foreign-‐born	  from	  countries	  with	  >2%	  
prevalence.	  If	  this	  “B”	  grade	  becomes	  the	  USPSTF’s	  final	  recommendation	  for	  HBV	  screening,	  
HBV	  screening	  will	  be	  covered	  in	  private	  insurance	  plans	  and	  Medicare/Medicaid	  under	  the	  
Affordable	  Care	  Act.	  	  
	  
	  
Issue(s):	  	  	  	  

1. HBV	  found	  in	  1	  in	  12	  AAPI,	  compared	  to	  1	  in	  1000	  general	  U.S.	  population.	  
2. AAPIs	  are	  5%	  of	  U.S.	  population;	  AAPIs	  are	  50%	  of	  known	  HBV	  infections.	  
3. Nationally	  HBV	  is	  associated	  with	  low	  screening	  rates,	  low	  vaccination	  rates,	  poor	  

linkage-‐to-‐care,	  and	  under	  treatment.	  
4. Though	  promising	  practices	  exists,	  limited	  resources	  and	  accessibility	  of	  technical	  

assistance	  remain	  problematic.	  
5. HHS	  support	  and	  budget	  continues	  to	  grow,	  including	  the	  upcoming	  release	  of	  an	  

updated,	  National	  Action	  Plan	  to	  Eliminate	  Viral	  Hepatitis.	  
6. Once	  finalized	  the	  new	  USPSTF	  “B	  grade”	  will	  drive	  support	  for	  improved	  prevention	  

and	  better	  care	  of	  HBV	  and	  related	  complications.	  
	  
	  
Recommendation(s):	  AAPCHO	  and	  its	  membership	  will	  focus	  on	  advocating	  for	  adequate	  and	  
accessible	  health	  care	  coverage	  for	  all	  services	  required	  by	  people	  at-‐risks	  for	  HBV	  and	  
potentially	  subsequent	  cirrhosis,	  liver	  transplant,	  or	  hepatocellular	  carcinoma.	  	  	  	  
	  
We	  believe	  the	  health	  care	  system	  should	  adequately	  support	  access	  to	  the	  full	  team	  of	  
providers	  needed	  for	  optimal	  prevention,	  education,	  and	  care.	  
	  
	  
Action	  Requested:	  Approval	  of	  Policy	  on	  Reimbursement	  for	  Hepatitis	  B	  Services	  

	  



	   	  

	   	  
FOR IMMEDIATE RELEASE	  
February 11, 2014 
 
CONTACT: 
Stacy Lavilla, Director of Communications, AAPCHO 
(510) 272-9536 x110	  /	  slavilla@aapcho.org 
 

Hep B United Applauds U.S. Preventive Services Task Force for  
Draft Hepatitis B Screening Recommendation 

 
Recommendation Will Help Reduce Disease Burden by Encouraging Hepatitis B Screening Among Asian 

Americans and Pacific Islanders 
 
Oakland, CA – Hep B United, a national campaign to address and eliminate hepatitis B, today applauded 
the U.S. Preventive Services Task Force (USPSTF) for issuing a “B” grade, recommending screening for 
hepatitis B virus (HBV) infection in persons at high risk, including Asian Americans and Pacific Islanders 
(AAPIs), who make up 5 percent of the total population in the United States, but account for more than 50 
percent of Americans living with chronic hepatitis B.  
 
“This is a great milestone in our mission to decrease the burden of hepatitis B in the United States, one 
that could potentially save millions of lives,” said Joan M. Block, RN, BSN, executive director of the 
Hepatitis B Foundation and co-chair of Hep B United. “Our community has long been dedicated to 
raising awareness about the importance of hepatitis B screening and encouraging testing for those with 
the greatest risk, including Asian Americans and Pacific Islanders, who are disproportionately affected. 
We commend the Task Force for removing some of the barriers to testing and look forward to the 
finalization of these recommendations.”  
 
The USPSTF draft recommendation applies to asymptomatic, non-pregnant adolescents and adults who 
have not been vaccinated and other individuals at high risk for HBV infection. This includes people born 
in countries where the prevalence of the disease is greater than 2%, as well as those who were born in the 
United States, but have at least one parent who was born in a region with a high prevalence. This is in 
contrast to the previous USPSTF recommendation released in 2004, which gave the asymptomatic 
population a “D” grade, signifying that it was not recommended. 
 
Hepatitis B is common in many parts of Asia and the Pacific Islands, and spreads easily. It is estimated 
that 1 in 12 AAPIs is living with hepatitis B, yet nearly two out of three do not know they are infected; 
hepatitis B often displays no symptoms until serious liver damage has already occurred. AAPIs not born 
in the United States are at particularly high risk, due to high rates of hepatitis B in their native countries, 
where many people became infected as infants or young children.  
 
Left untreated, up to 25 percent of people with hepatitis B develop serious liver problems, including liver 
cancer. In fact, liver cancer caused by the hepatitis B virus is a leading cause of cancer deaths among 



AAPIs. Testing is critical to identify people living with chronic hepatitis B and help them access life-
saving medical care. 
 
“The release of these draft recommendations represents a monumental step forward in our efforts to 
address and eliminate the many health disparities facing the diverse and medically underserved AAPI 
population in the United States,” said Jeffrey B. Caballero, M.P.H., executive director of the Association 
of Asian Pacific Community Health Organizations (AAPCHO) and co-chair of Hep B United. “We 
applaud USPSTF for acknowledging the burden of hepatitis B in this community and making the right 
decision to promote screening in high risk individuals.” 
 
"I am encouraged by the U.S. Preventive Services Task Force’s updated draft screening and testing 
recommendations for Hepatitis B,” said Rep. Mike Honda (D-CA), Chair Emeritus of Congressional 
Asian Pacific American Caucus, Co-Chair Hepatitis Caucus. “I am especially glad that the 
recommendations target individuals who are at higher risk, including the foreign born from high 
prevalence countries. As the Chair Emeritus of the Congressional Asian Pacific American Caucus, and a 
founder of the Congressional Hepatitis Caucus, I have long advocated for the increased screening and 
testing of the Asian American Pacific Islander population, who are disproportionately affected by this 
silent killer. The “B” grade will help to ensure that necessary resources are targeted to address the health 
disparities of the AAPI population. This is an important step in reducing Hepatitis B in this vulnerable 
community.”  
 
“As Vice Chair of Congress’s Hepatitis Caucus and as a strong advocate who has been working on this 
issue for some time, I am pleased by the U.S. Preventive Services Task Force’s sound decision on 
expanding screening for hepatitis B,” said Rep. Charlie Dent (R-PA), also a co-sponsor of H.R. 3723, The 
Viral Hepatitis Testing Act of 2013. “The decision will greatly benefit Asian Americans and Pacific 
Islanders who suffer from the disease disproportionately.”  
 
The Task Force’s draft recommendation is open for public comment through March 10, 2014. 
 
About Hep B United 
 
Hep B United is a national coalition to address the public health challenge of hepatitis B. The goal of 
Hep B United is to support local community coalition efforts across the U.S. to increase hepatitis B 
awareness, screening, vaccination and linkage to care for all Americans, but in particular, for high-risk 
Asian American and Pacific Islander populations who are disproportionately impacted. For more 
information on Hep B United, please visit http://hepbunited.org. To learn more about their regional 
coalitions, please visit http://hepbunited.org/local-campaigns. 

### 
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Pragmatic clinical trials are designed to determine
the effectiveness of treatments in routine practice.
Results from pragmatic trials are most often used
to help providers, patients, and policy makers
make informed choices between different
treatments or packages of care. Pragmatic
trials answer this research question: Does the
intervention actually work in “real life?” This is in
contrast to explanatory trials (e.g., RCTs), which
are conducted under ideal experimental
conditions with a focus on efficacy. That is,
explanatory trials are focused on whether or not
an intervention works under ideal conditions and
ruling out as many confounders as possible.
Results from explanatory trials are primarily used
to further scientific knowledge. Not surprisingly
then, there are different methodological
considerations between these two types of
design, and I highlight some of these key
differences below.

Supported by Grant #UB3HA20236, Health Resources and Services Administration,
Department of Health and Human Services

In a pragmatic clinical trial, external validity
(i.e., the generalizability of the conclusions) is
paramount. Thus, the samples in pragmatic
clinical trials are usually much more hetero-
geneous because of wide inclusion criteria
compared to explanatory trials, which usually
have more stringent inclusion criteria and thus
more homogeneous samples. Another major
difference between pragmatic trials and
explanatory trials is the choice of comparison
group. In explanatory trials, this is usually a
control group that is treated as close as possible
to the intervention group with the exception of the
intervention itself (e.g., a placebo in a drug trial),
whereas in pragmatic trials the comparison group
is what participants would receive as part of
normal clinical practice (e.g., “usual care”).

A consequence of these differences for pragmatic
trials is that they usually require larger sample

Pragmatic Clinical Trials
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Nodal News

The Alliance node continues work
toward the development of our
research infrastructure by establishing
an indirect cost rate for the network,
as well as individual community health
centers. We engaged a consultant
who started this work with Erie Family
Health Center in February, and PCC
Community Wellness in April. A third
CHARN Health Center, North Country
HealthCare, independently initiated
this process in Fall 2012 and received
a favorable rate that includes EHR-
related costs which has been
encouraging for the entire Node.

We completed refinement and
implementation of an interactive
website, Community Loop
(http://loop.alliancechicago.org),
with a community link for network
members and others. Community Loop
allows network members access to
resources (e.g., FAQs, presentations,
webinars, planning tools, etc.), event
information and registration, and
enhanced communication among
members. It also has updated news
from the Alliance on the homepage
and numerous forums and groups to
help connect people with similar roles
and interests. The Alliance Research
and Quality Team is now working on
enhancing the research and quality
components of the website.

After additional consultation and
thorough vetting we decided to
pursue a modular approach to a
data warehouse, with interchangeable
components that offer more flexibility.

We will utilize multiple pieces of
software for each layer of the
warehouse solution. The layers are as
follows: data ingestion, refinery, data
warehouse, analytics and reporting,
and export of data (e.g., for health
information exchange and CHARN
data registry). The new environment
will make it easier to merge and
integrate data for patient care needs,
quality improvement activities
and research.

In addition to progress on the
infrastructure itself, the Alliance Node
made progress on several research
projects: 1) With Northwestern
University and three CHARN health
centers, continued work for AHRQ
Center for Excellence grant that
addresses Health Disparities in
cardiovascular disease and colorectal
cancer screening; 2) with the University
of Chicago, the CMS Innovations
Challenge grant to link community
asset information with clinical data in
the EHR went live at the first Health
Center, and has initiated patient
surveys to assess usefulness of the

information and monitoring providers
rates of use of the tool; 3) continued
work on a Centers for Disease
Control and Prevention (CDC)
funded project through the Chicago
Department of Public Health, to
design and test EHR-based strategies
to improve adult immunization levels;
and 4) continued work on a CDC
funded project to create and
implement CDS for adult
undiagnosed hypertension and
pediatric blood pressure.

Alliance also participated in several
AHRQ grants. In March, we submit-
ted two proposals with our CHARN
academic partner institution to the
special AHRQ R18 call for proposals
related to Meaningful Use, and
participated in a third AHRQ R18
proposal with the University of North
Carolina to assess the impact of a
program promoting preconception
care for women who are diabetic.

We also started work on an AHRQ
R18 grant due in May with the
University of Chicago to utilize
EHR CDS capabilities through a
telehealth intervention that empowers
community-based primary care
physicians to provide state-of-the-art
screening and care for hepatitis C. 

Alliance Nodal News

When What Where Submission Deadline
Sept. 7-11, 2013 NACHC Community Health Institute (CHI) & Expo May, 2013
September, 2013 AHRQ Annual Conference Bethesda, MD Spring, 2013
September, 2013 HDWA (Healthcare Data Warehousing Association) Annual 

Conference (Monitoring the Present- Improving the Future) San Diego, CA
November, 2013 APHA Boston, MA February 2013
November, 2013 NAPCRG Annual Meeting Ottawa, Ontario, Can. April 2013

2013 Conferences and Trainings



In February, OCHIN and OHSU
welcomed Dr. Bev Green, MD, MPH, a
physician-researcher at Group Health in
Seattle. At a Family Medicine Grand
Rounds presentation, Dr. Green
summarized her experience and early
findings from the SOS project, “Systems
of Support to increase colorectal cancer
screening and follow-up rates.”  Over 45
Family Medicine physicians, residents
and staff attended the presentation. Dr.
Green also presented a brown-bag talk at
OCHIN summarizing results from her
randomized trial showing that Web-based
care and at-home blood pressure checks
can help control hypertension. A retreat
over lunch involved clinicians and
researchers from multiple institutions to
discuss future research opportunities.
CHARN’s Undiagnosed Hypertension
project provided a potential springboard to
replicate Dr. Green’s previous work
utilizing the electronic health record for
hypertension surveillance.

OCHIN Nodal News

Nodal News
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OCHIN hired two new data analysts in
January, Thuy Le and Megan Hoopes.
They will be extracting data and building
datasets across several research
projects, including CHARN.

CHARN is continuing to support OCHIN
efforts to develop the needed interfaces
to bring in pharmacy dispensing data.
Currently we have prescription data, but
no information on whether the
prescription was actually filled. OCHIN’s
goal is to have this work complete by the
completion of the CHARN grant.

OCHIN facilitated Open Door CHC’s
participation in a research project with
Virginia Commonwealth University. The
My Own Health Report (MOHR) pilot
study is a step toward utilizing the
electronic patient portal to tailor health
communication and collect patient
reported outcomes that can be
integrated into to the electronic
health record.

During the last quarter, our OCHIN node
steering committee met monthly. The
steering committee meetings bring
together community clinicians, OCHIN
executives, and affiliated researchers to
discuss and refine research proposals.

The OCHIN node’s Research and Data
committee also met monthly to share
information and get clinician input on
CHARN research and data proposals.
The R&D Committee is made up of
clinician representatives from our four
clinical affiliates, OCHIN staff, and our
partner data warehouse specialists.  

The AAPCHO node completed a busy
two day face-to-face meeting on February
19-20, 2013 in Los Angeles, hosted by
our academic partner, UCLA. The first day
focused on the research strategic plan for
AAPCHO and included representation
from two additional community health
centers, International Community Health
Services (ICHS-Seattle, WA) and North
East Medical Services (NEMS-San
Francisco, CA). The second day focused
on CHARN and a review of our V1 data.

On March 8, 2013, our community health
center partner, Thu Quach, PhD, along
with Todd Gilmer, PhD conducted a
webinar on the “Social Determinants of
Health: Important Considerations for
Medically Underserved Community
Health Center Patients” in partnership
with CDNetwork.

After months of preparation, the
AAPCHO IRB had its first IRB review
meeting on February 12, and reviewed
a research proposal submitted by
AAPCHO and its member center ICHS.

Our experience of developing the
community IRB was included as one
of the case studies in the manuscript
named ”Case Studies from the
Community Applied Research Network
(CHARN): Building Research
Infrastructure in Community Health
Centers.” Representation from CHCs,
academic institutions, and the community
helps to form the AAPCHO IRB creating
opportunities for true partnerships. 

AAPCHO continues to lead the needs
assessment training work group. The

AAPCHO Nodal News 

workgroup is preparing a paper
describing the results of the needs
assessment survey, expected to be
submitted in May 2013. In addition, N2
has been working with the workgroup
on the development of webinar series
that have been well attended. AAPCHO
also continues to lead the enabling
services workgroup. The enabling
services validation study has been
completed at three nodes with an
overall 63% completion rate (N=96).

Results were shared and discussed
at the CHARN steering committee
meeting. The workgroup plans to move
forward with a grant proposal that will
look at the impact of enabling services
with findings from the validation survey.

Contact:
CHARN Newsletter
Stefan Massimino,
503.528.3995
stefan.p.massimino@kpchr.org



The Fenway node conducts monthly
conference calls to discuss project
updates and future funding opportunities
and met during the March Steering
Committee Meeting. 

Registry: The Fenway node has been
busy resolving data queries related to
Version 1 for all of our patients. Our
CHCs reviewed V2 and submitted
feedback to the CDMCC. Revised DUAs
are either completed or under review.

Dr. Ken Mayer has been working closely
with the CDMCC to analyze the HIV and
viral hepatitis data.  Dr. Mayer leads the
HIV Testing Provider Survey scheduled
to start pending IRB approvals from other
participating CHCs. The Fenway node is
participating in the Colorectal Cancer
Screening Survey and CHARN
investigators from each CHC presented
the study to providers at their site. 

ePRO: Our node continues to implement
and improve our work using tablets to
gather patient reported outcomes at each
CHC. BJHCHS has completed a total of
124 ePRO assessments; and the
utilization of ePRO as well as the overall
significance of this study has been
well-received among patients and
providers. Among Fenway’s HIV-positive
population, 75 surveys have been
conducted over the last 3 months. The
use of the ipad to administer the survey
continues to work well and new patients
are enrolled each week. Fenway is ready
to implement the shortened version of
the ePRO for our entire patient
population (not just HIV-positive), which
will ask questions about depression,
anxiety, drug, tobacco, and alcohol use,
sexual risk behaviors, and sexual
orientation. The survey will not only
inform providers and patients, but will
meet standards for patient centered

home and meaningful use. At an
upcoming medical staff meeting, the
study team will present expanding the
ePRO to our HIV negative population. 

Sexual Orientation/Gender Identity:
The Fenway node has conducted
several sexual orientation/gender
identity meetings to discuss the best
way to standardize data collection
methods with a goal to develop clinical
projects to examine health disparities
within these populations. The next step
will be to review Fenway’s experience
with these questions and then solicit
input from other nodes to develop
future projects. 

New staff: Dana King joined the team
as a programmer/analyst. She recently
worked on web-based programs at the
Harvard Graduate School of Education
and is a master's candidate
in psychology.  

Nodal Spotlight:

The Fenway Institute Research Node

5

Data Management Tip

Creating and Maintaining a Revision Log—Reesa Laws

As much as we hope that the initially
published versions of our data collection
forms and coding instructions are “final”,
they often need to be revised once they
begin to be used in the real world.
Creating a revision log is a very effective
way to keep track of those changes.

Why do we need to track revisions? One
of the biggest reasons is version control.
It is extremely important to make sure
that everyone is using the current version
of a document. Anytime a change is
made, the version number should be
updated on the document and the
changes recorded in a revision log. 

The log may be sent to those using the
documents to inform them of the exact
changes being made, along with a
reminder to recycle all older versions; it
also serves as a quick reference when

looking back to determine when a
change occurred and exactly what that
change entailed. In addition, revision
logs can assist staff in submitting form
revisions to their IRB, as needed.

The log can also be helpful when it
comes time to conduct analysis of your
data. If fields were modified, added or
deleted, it may impact your analysis. For
example, if you add a field half way
through your study, not all participants
will have this data available. Recording
the date of the change so you under-
stand the changes in the data and
expect missing data, in this example,
is important.

The log does not need to be elaborate;
the coordinating center often uses an
Excel spreadsheet with these
recommended columns:

• Form version number before revision
• Field number before revision
• Text that is being changed or deleted 
• Wording of the new/revised text or
an indication that the text is
being deleted

• New question number (if applicable)
• New field number (if applicable)
• New form version number (each
time a revised document is)

• Date the change becomes effective
(for all changes)

• Notes
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Pragmatic Clinical Trials

Continued from page 1

sizes compared to explanatory trials.
The increase in heterogenitiey
results in increased variability, which
increases “noise” making a given
effect more difficult to detect. Using
an already established treatment as
a comparison group versus a pure
control group reduces the size of the
effect when compared to the inter-
vention, and smaller effect sizes
require larger sample sizes to detect.

PRECIS DOMAINS
Eligibility criteria
Flexibility of the experimental intervention

Practitioner expertise of the experimental
intervention
Flexibility of the comparison intervention

Practitioner expertise of the comparison
intervention
Follow-up intensity
Outcomes

Participant compliance
Practitioner adherence to study protocol
Analysis of outcomes

Example of “very pragmatic” trial
No inclusion or exclusion criteria
Practitioners do not have to follow guidelines on how to
apply the experimental intervention
The experimental intervention is applied by all practitioners
covering the full spectrum of the clinical setting
Best alternative treatments are the comparison with no
restriction on how they are applied
The comparison intervention is applied by all practitioners
covering the full spectrum of the clinical setting
No formal follow-up sessions
Primary outcome is clinically meaningful and does not
require training to assess
No plans to improve participant compliance
No strategies to motivate practitioner adherence
Intention to treat analysis

The following references PRECIS
summaries for (A) a very pragmatic
trial2, (B) a very explanatory trial3, (C)
a more pragmatically-oriented mixed
trial4, and (D) a more explanatory
mixed trial.

1. Thorpe KE., Zwarenstein M., Oxman
AD., et al. A pragmatic-explanatory
continuum indicator summary
(PRECIS): a tool to help trial
designers. J Clin Epidemiol.
2009;62:464–475.

2. Zwarenstein M, Schoeman JH,
Vundule C, et al. Randomised
controlled trial of self-supervised
and directly observed treatment
of tuberculosis. Lancet 1998;352:
1340–3.

3. North American Symptomatic Carotid
Endarterectomy Trial Collaborators.
Beneficial effect of carotid
endarterectomy in symptomatic
patients with high-grade carotid
stenosis. N Engl J Med
1991;325:445–53.

4. CLASP (Collaborative Low-dose
Aspirin Study in Pregnancy)
Collaborative Group. CLASP: a
randomized trial of low-dose aspirin
for the prevention and treatment of
pre-eclampsia among 9364 pregnant
women. Lancet 1994;343:619–29.

5. Caritis S, Sibai B, Hauth J, et al.
Low-dose aspirin to prevent
preeclampsia in women at high risk. N
Engl J Med 1998;338:701–5.

Another important feature of a
pragmatic trial is that it should be
easily implementable in other
practice settings. In explanatory
trials, the requirement is that the
results are replicable, but that could
be in a controlled or practice
environment.

The distinction between pragmatic
and explanatory trials is usually not

as clear-cut in practice. Most
research studies have aspects of
both. Thorpe and colleagues1
developed 10 domains to rate studies
on a continuum from very pragmatic
to very explanatory known as the
Pragmatic-exploratory continuum
indicator summary (PRECIS) to aid
investigators in the design of their
research. The ten domains are:

Other References for
Pragmatic Trials

Maclure M. Explaining pragmatic trials
to pragmatic policy makers. Journal of
Clinical Epidemiology 2009.

Zwarenstein M. Improving the
reporting of pragmatic trials: an
extension of the CONSORT
statement.  BMJ 2008.

Fransen G. Pragmatic trails in primary
care. Methodological challenges and
solutions demonstrated by the
DIAMOND study. BMC Medical
Research Methodology 2007.

Ware H, Pragmatic Trials – Guides to
better patient care? NEJM. 2011



Clinical Corner 

While Asian American, Native Hawaiian,
and other Pacific Islander (AA&NHPI)
communities in the U.S. have more than
doubled in size over the past few decades,
most large population-based health surveys
have failed to represent the diversity of
AA&NPHI communities. Differences, often
substantial, exist between groups by
various factors such as poverty levels,
educational attainment, English proficiency,
country of origin, number of years lived in
the U.S. and generations in the U.S., yet
most large health surveys do not capture
these differences. Only in the last decade
has there been an increase in the attention
to this problem and the emergence of a
few key sources of data on AA&NHPI
community needs. Since 2001, the
California Health Interview Survey (CHIS)
has been a leader in this area and serves
as an example of a large population-
based health survey that is meaningful to
communities because it was designed
from the ground up with community-based
stakeholders at the design stage.

CHIS is a telephone survey that provides
population-based, standardized health-
related data from households throughout
the state. In each cycle, CHIS collects
information from a a cross-section of over
40,000 households (adults, adolescents,
and children) and has been conducted in
2001, 2003, 2005, 2007, 2009, 2011/12
and now currently in the field in 2013/ 2014.
It has been a survey pioneer in their
measurement of race/ethnicity, accultur-
ation, physician-patient communication
and discrimination. A key component of
ensuring diverse representation is, CHIS’s
commitment to Asian subgroup over-
samples (Korean and Vietnamese), and
the cultural and linguistic adaptations of the
survey. In addition to English and Spanish,
CHIS is currently conducted in five Asian
languages: Chinese (Cantonese and
Mandarin), Korean, Vietnamese and

Tagalog. These efforts have proven to
increase the diverse representation of
the survey. CHIS includes large sub-
samples for Chinese, Filipinos, Japanese,
Korean, Vietnamese, and South Asians.
CHIS also pays special attention to the
granular collection of  Native Hawaiian &
Pacific Islander racial/ethnic subgroups,
which include self-reported Samoan,
Tongan, Native Hawaiian, any other Pacific
Islander group, or any combination of these
groups. Other Pacific Islander groups
include self-reported Guamanian, Fijian,
any other Pacific Islander group (excluding
Samoan, Tongan and Native Hawaiian). 

CHIS uniquely uses community based
participatory research principles to develop
each survey cycle through participatory
planning and community based dissem-
ination of CHIS publications, open access
to analyses, and local workshops. CHIS’s
participatory research model is a hybrid
approach that other large health surveys
can use. The model ensures that the
survey is relevant to the communities that
plan it, the survey appropriately measures
factors related to community needs, and
that data and results are available and
accessible to communities and
their advocates.  

In an effort to ensure research concerning
our target communities continue to be
relevant and of direct benefit, the AAPCHO
node convened a Strategic Planning
Meeting August 2012 in Hawai`i with
community and patient stakeholders,
academic researchers, and community
health center staff. Bringing together these
stakeholders to build an enduring model
of community engagement in research
requires transparency through close and
continued dialogue. Primary challenges to
conducting community responsive research
has been with ensuring accountability,
equitable resources, and how data are
shared and used. 

Over a two day process, facilitated by
patient and community health center
stakeholders, criteria were identified
regarding community research
engagement. They include 5 categories
for research participation:

1. Community involvement in designing
the community project; 

2. Alignment with the mission of
the community health center and
its consumers; 

3. Equitable and balanced budget
allocation between partners; 

4. Accountability to the community
and not just the funding agency; and

5. Mutually agreeable standards for
research collaboration between
partners.

In addition to these five categories,
33 community criteria for research
participation were drawn. AAPCHO
has developed a dissemination plan
of these community research
participation standards to funding
agencies and community health centers.
The “Community Criteria for Research
Participation” fact sheet can be
accessed at: http://www.aapcho.org/
resources_db/community-criteria-
for-research-participation/.

With this increased interest in
community research engagement
and the recognition of the need for
AA&NHPI representation in health
surveys, we expect a good deal of
important research to emerge in the
next few years on the unique needs of
AA&NHPI communities and targeted
interventions that address these needs.
And, significant community involvement
at all levels of research will ensure
ownership and value, interventions that
are beneficial to communities, and
dissemination venues that are popular
and meaningful to communities.

Designing Surveys That Are Culturally and Linguistically Appropriate Requires
a Commitment to Community Engagement
By Ninez Ponce, Academic Partner AAPCHO, Principal Investigator California Health
Interview Survey & Professor  UCLA Fielding School of Public Health  
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